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PREFACE. 


This,  the  thirty-eighth  volume  of  the  Transactions,  is  a  record 
of  the  Society's  proceedings  during  the  Session  1912-13. 

The  views  expressed  are  to  be  taken  as  the  opinions  of  the 
Fellows  concerned,  and  do  not  necessarily  reflect  the  opinions  of 
the  Society  as  a  whole. 

The  Treasurer  will  be  grateful  for  notices  of  changed  addresses, 
deaths,  or  any  other  information  necessary  to  keep  the  lists  of  the 
Society  up  to  date. 

THE  EDITOR 
October  1913. 
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John  Ligertwood  Green,  M.D.,  Ch.B., 
William  Slo.ss,  M.B.,  Ch.B.,  Avstralia, 
Charles  James  Hill  Aitken,  M.D.,  CM.,  Ca^;e  Colony, 

270        E.  R.  Secord,  M.D.,  0?(teWo,    .... 
F.  E.  Thompson,  M.D.,  Montreal, 
John  M 'Gibbon,  M.B.,  F.R. C.P.Ed.,  . 
Thomas  James  Thomson,  M.D.,  CM., 
Charles  Mowbrav  Pearson,  M.B.,  F.R.CP.Ed., 

275         Ewen  John  Maclean,  M.D.,  M.R.C.P.  Lend.,  Cardiff, 
James  William  Somerville,  ^LD.,  CM.,  Galashiels,    . 
Alexander  Miller,  L.R.C.P.  Ed.,  L.F.P.S.  Glasg.,  Glasgow, 
Duncan  Macnab  Callender,  M. B.,  Ch.B.,  Lancaster,  . 
Robert  Cran.ston  Low,  M.B.,  F.R.CP.Ed.,      . 

280         Benjamin  Philp  Watson,  M.D.,  F.R.CS.Ed.,  Toronto, 
John  Macdonald,  M.B.,  CM.,  C?</)«r-j'^//>,      . 
John  Sullivan,  M.B.,  Ch.B.,  Milnathort, 
Charles  William  Somerville,  M.B.,  Ch.B.,  China, 
Frank  Mayes  Willcox,  M.B.,  CM.,       . 

285         John  Tennant,  M.B.,  CM.,  Scunthorpe, 

Alexander    Simpson    Wells,     M.  B.,  F.R.C.S.    Ed.,     Cape 

Town, 
Andrew  Binny  Flett,  M.B.,  Ch.B., 

William    Henry   Eden    Brand,   F.R.CS.Ed.,    L.R.C.P.  Ed 
BoAichory,     ...... 

Francis  Cavanagh,  M.B.,  Ch.B.,  Sheffield, 
290         Alfred  Lambre  White,  L.R.C.P.  &  S.  Ed.,  Manchester, 
Robert  Bathgate  Johnston,  L.R.C.P.  &  S.  Ed.,  Penrith, 
Robert  Wilson  Gibson,  M.D.,  F.R.C.S.  Ed.,  Orton,    . 
Philip  Henry  Mules,  M.B..  Ch.  B.,  Neiv  Zealand, 
Andrea    Francis    Honvman   Rabagliati,  M.D.,   Ch.B.,  Brad 
ford,  ...... 

295        Donald  Gregor  Mac Artlmr,  M.D.,  CM.,  ^^er/bWy,     . 
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Henry  Martyn  Stumbles,  M.D.,  Ch.B.,  Sussex, 
Gilbert  John  Farie,  M.B.,  Ch.B.,  London, 
Katherinc  Jane  Stark  Clark,  M.D.,  Ch.B.,  D.P. 
David  Halliday  Croom,  M.D,,  Ch.B.,    . 
300         Eleanor  Rnssell  Elder,  M.B.,  Ch.B.,  iei7A,      , 
*  Robert  William  Johnstone,  M.D.,  F.R.  C.S.Ed,, 
*James  William  Keay,  M.D.,  Ch.B., 
Ivan  Cochrane  Keir,  M.D.,  Ch.B.,  Melksham,  . 
Alexander  Grant  Macdonald,  M.B.,  CM.,  Isle  of  Skije, 
305         Charles  John  Shaw,  M.D.,  Ch.B.,  Lochgilphead, 

♦Frederick  Porter,  M.B.,  CM.,    .... 

^Yi&vwmGihhons.^l.D.,  Los  Angeles, 

Ru,ssell    Gerald   William    Adams,   M.D.,    Ch.B.,   New   Zea- 
land, ....... 

Duncan   Campbell   Lloyd   Fitzwilliams,  M.D.,  F.R.C.S.Ed., 
London,       ...... 

310        Clarence   Brian   Dobell,    M.B.,   M.R.C.S.  Eng.,    M.R.CP.L. 
Cheltenham,  .  .  .  . 

Hugh  Stevenson  Davidson,  M.B.,  Ch.B., 
Andrew     Milroy    Fleming,    C.M.G.,    M.B.,    F  R.C.S.  Ed, 
lihodesia,    ...... 

Thomas  William  Edmonston  Ross,  M.B.,  Ch.B.,  Cardiff, 
John  l*>eii.jamin  Hellier,  M.D.,  M.R.C.S.  Eng.,  Leeds,  ' 
315         William  Brown,  M.B.,  Ch.B.,  ^i!)e/-rfce?i, 
John  Hepburn  Lyell,  M.D.,  CM.,  Perth, 
Henry  Howard  Robarts,  M.D.,  Ch.B.,  Haddington,     . 
Robert  Balfour  Barnetson,  M.B.,  Ch.B.,  Portohello,    . 
James  Lochhead,  M.D.,  F.R.C,S.Ed.,  . 
320         Arthur  Charles  Strain,  M.D. ,  Ch.B.,   West  Hartlepool, 
Lewis  Beesly,  L.R. C.P.Ed.,  F. R.C.S,  Ed., 
James  Crawford  Gibb  Macnab,  M.B.,  F.R.C.S.Ed., 
Robert  William  Lessel  Wallace,  M.  B.,  Ch.  B. , 
Alastair  MacGregor,  M.D.,  CM.,  Greenhithe,  . 
325         Edmoni  Frost,  M.i).,  CM.,  Eastbourne, 

Edith  Cochrane- Brown  Pitts,  M.B.,  Ch.B.,  New  Zealand, 
James  Brownlee,  M.D. ,  Ch.B.,  Middlesbrough, 
Peter  M'Ewan,  M.B.,  Ch.B.,  ^rarf/orrf, 
George  Douglas  Mathewson,  M.B. ,  Ch.B., 
330         Andrew  Fleming,  M.D.,  Ch.B.,  Corstorphin^, 
Robert  William  Craig,  M.D.,  Ch.B.,  Ford,       . 
Henry  John  Dunbar,  M.D.,  Ch.B.,  Cardiff,     . 
Richard  Alfred  Blake,  M.D.,  Ch.B.,  Transvaal, 
John  Herbert  Gibbs,  F.R.C.S.Ed., 
335         Alice  Marion  Hutchison,  M.D. ,  Ch.B., 
W.  T.  Chenhall,  M.D.,  Sydney, 

Alexander  Angus  Martin,  F.R.C.S.Ed.,  North  Shields, 
James  Andrew  Gunn,  M.D. , Ch.B., 
James  Lawson  Russell,  M.B.,  Ch.B.,  Todmorden, 
340         Archibald  M'Kendrick,  F.R.C.S.  Ed.,  L.R.C.P.  Ed., 
Alexander  Scott,  M.B. ,  CM.,  i?rox6?ir)i, 
Archibald  Simpson,  M.B.,  Ch.B. ,  Tranent,     . 
Hirjee  Nowroje  Anklesaria,  L.R.C.P.  &  S.Ed.,  Bombay, 
Archibald  Cotterell  M'Master,  M.B.,  F.R.C.S.Ed.,  New  Zealand, 
345         Herbert  Pank  Thompson,  M. D.,  F.R.C.S.  Ed.,  Harrogate, 
Samuel  Davidson,  M.D.,  CM.,  Ze/so, 
William  Fowler  Godfrey,  M.B.,  CM.,  Manitoba, 
Kaikhuson  Dadabhoy,  F.R.C.S.Ed.,  L.R.CP.Ed.,  India, 
Edward  Burnet,  M.B.,  Ch.B.,  Zcawwng/'ojf, 
350        Arthur  Samuel  Walker,  M.B.,  Ch.B.,  iei^A,  . 
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Archibald  Dunlop  Stewart,  M.B.,  L.K.C.S.  Ed., 

Edward  Alexander  Elder,  M.B.,  F.K. C.S.Ed., 

Ethelbert  William  Dyer,  M.B.,  F.R. C.S.Ed.,  Durban, 

William  Torrance  Smith,  j\[. B.,  Ch.B.,  Liverpool, 
355         Arnold  Davies,  M.  B.,  Ch.B.,  ^Jenai  Bridge,   . 

John  Bruce  M'Moreland,  M.B.,  Ch.B.,  31oniaive,  Dumfries- 
shire, ...... 

William  Omand  Sclater,  M.B.,  Ch.B.,  Pcrak,  . 

Archibald      George      Kirkwood      Ledger,      M.D.,       Ch.B. 
Copfiull,        .  .... 

Frederick  James  Greig,  L.R.C.P.  &  S.I.,  Lt.-CoL,  R.A.M.C. 
Stirling,      ...... 

360         Duncan  Lorimer,  M.B.,  F.R.C.S.Ed., 

Ciiarles  Robert  Paterson  Mitchell,  M.B.,  Ch.B.,  Malvern, 

John  HallevMeikle,  M.D.,  D.P.H.,    . 

David  Lloyd  Roberts,  M.D.,  F.R.C.P.,  Manchester,     . 

Elsie  Mary  Macmdlan  Barnetson,  M.B.,  Ch.B.,  Joppa, 
365         Jolm  Andrew  Macleod,  M.B.,  Ch.B.,  Inverness, 

Hugh  Smith  Reid,  M.D,,  F.R.C.S.Ed., 

.Ulan  Macdonald  Dick,  M.B.,  Ch.B.,  LM.S.,  F.R.C.S.Eng. 
L.R.C.P. Loud.,  Dombay,     .  .  .  , 

Angus  Buchanan,  M.B.,  Ch.B., 

William  Bow  Tannahill,  M.B.,  Ch.B.,  Greenock, 
370         Aubrey  Middleton  Hewat,  M.B.,  Ch.B.,  Hast  Suffolk, 

Isabella  Beattie  Venters,  M.B.,  Ch.B., 

Gerald  Hall  Lloyd  Fitzwilliams,  M.B.,  F.R.C.S.Ed.,  Newcastle 
Emlyn,         .  .  ... 

Ronald  Grseme  Scott  Orbell,  M.D.,  Ch.B.,  New  Zealand. 

John  Alexander  Gray,  M.B.,  Ch.B., 
375         Cecil  Hobart  Houghton,  M.B,,  Ch.B.,  Cape  Colony,     . 

Robert  Patrick  M'Morland,  M.B.,  Ch.B., 

James  Young,  M.D.,  F.R.C.S.Ed.,       . 

John  iS^'igel  Stark,  M.D.,  F.R.F.P.S.G.,  Glasgoiv, 

Norman  Scott  Carmichael,  M. B. ,  Ch.B., 
380         Hailey  Patterson  Milligan,  M.D.,  F.R.C.S.Ed.,  Uessle, 

Thomas  Yule  Finlay,  M.B.,  Ch.B.,       . 

David    Lawrence    Luckhoo,    M.D.,   L.R.C.P.S.Ed.,    British 
Guiana,       ...... 

James  Crawford  Craig,  M.B.,  Ch.B.,  Aylesbury, 

John  Gibson  Craig,  M.B.,  F.R.C.S.Ed.,  YorJc, 
385         Alexander  Gibson,  M.B.,  Ch.B., 

Hugh  Ruthven  Lawrence,  M.D.,  Ch.B., 

Alexander  Cross  Mallace,  M.B.,  Ch.B.,  Culross, 

John  More,  L.R.C.P.Lond.,  M.R.C.S.Eng.,    Hothwell, 

Percy  Wilfred  Shepherd,  M.B.,  CM.,  Zecc^s,   . 
390         David  Elliot  Dickson,  M.D. ,  F.  R.C.S. Ed.,  Lochgellij, 

John  M'Culloch,  M.D.,  CM.,  Ont'irio, 

Robert  Brodie  Anderson,  M.D.,  F.R.C.S.Ed.,  Manitoba, 

George  Scott  Carmichael,  M.D.,  Ch.B.,  M.R.C.P.E., 

William  James  Crow,  M.B.,  Ch.B., 
395    ^.  Frank  Porter  Patterson,  :\LD.,  F.R.C.S.Ed.,  Canada, 

Alfred  Edward  Turnbull,  M.B.,  Ch.B.,  Berks, 

Alexander  Aitken  Ross,  M.B. ,  Ch.B.,. 

Stephen  Forrest,  M.D..  Ch.B., 

Herbert  Lindesay  Watson  AVemys.s,  M.D.,  Ch.B., 
400         John  M'Laren,  M.B.,  CM.,      . 

William  Eraser  Macdonald,  M.B.,  Ch.B., 

Morgan  Howard  Howard- Jones,  L.R.C.P.  &  S.  Ed., 

R.  C.  Alexander,  M.B.,  Ch.B., 
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Keith  B.  MacGlaslian,  M.B.,  Cli.B.,  Leeds,      .  .  .  1910 

405         Matthew  R.  Drennau,  M.A.,  M.B.,  Ch.B.,       .  .  .  1910 

F,  E.  Jardine,  M.B.,  Ch.B.,  PCTa'awAr,               .             .             .  1910 
R.  S.  Mowat,  M.D.       ......  1910 

W.  W.  Carlow,  M.B.,  Ch.B.,  .  ....  1910 

J.  M.  Dewar,  M.B.,  Ch.B.,       .  .  .  .  .  1910 

410         A.  J.  Gordon  Hunter,  M.B.,  Ch.B.,  iwiZjYAf^oii?  .  .  1910 

W.  Menzies  Menzies,  M.B.,  Ch.B.,        ....  1910 

David  Shannon,  M.B.,  Ch.B.,  (?^a55ro?«,  .  .  .  1910 

LewisH.  F.  Thatcher,  M.D.,M.R.C. P. E.,      .  .  .  1910 

A.  L.  S.  Tuke,  M.B.,  CM.,  Dunfermline,       .  .  .  1911 

415        James  Bruce  Ronaldson,  M.R.C.S..  L.R.C.P.,  Bucks,  .  .  1911 

James  Langwill,  M.B.,  Ch.B.,  Joppa,  .  .  .  1911 

P.  J.  Olivier,  M.B.,  Ch.B.,        .....  1911 

T.  C.  Ritchie,  M.B.,  Cli.B.,  Glasfjoiv,  ....  1911 

D.  R.  B.  Sivright,  B.A.,  M.B.,  Ch.R..  Crt«fe?-J«r?/,     .  .  1911 

420        A.  E.  Chishohn,  M.B.,  Ch.B.,  F.R. C.S.Ed.,  .  .  .  1911 

H.  Gordon  Chouler,  L.R.C.P.,  &c.,  L.D.S.,     .  .  .  1911 

Wm.  Maitland  Hume,  M.D.,  F.R.CS.E.,  Perth,  .  1911 

Robert  Abernethy,  M.D.,  F.R. C.P.E.,  .  .        _     .  1912 

William  Anderson,  M.B     Ch.B.,  Armadale,  Linlithgoicshire,  1912 

425         Alfred  Jordan  Beattie,  M.B.,  Ch.B.,  CrtZteNfto-,  .  .  1912 

Arthur  James  Beveridge,  M.E.,  CM.,  Z'oZto-,  .  .  1912 

L.  F.  Bianchi,  F.R.CS.E.,  Jbio^a,        ....  1912 

J.  M.  Bowie,  M.D.,  FR.CS.E.,  ....  1912 

D.  C  Breniner,  M.B.,  CM.,  Peebles,    ....  1912 
430         A.  J.  Brock,  M.D.,         ......  191? 

W.  S.  Murdoch  Brown,  M.B.,  Ch.B..    .  .  .  .  1912 

Arthur  Burton.  M.D.  (Cantab.),  Cromer,  .  .  .  1912 

James  Butler,  M.B.,  CM.,  ie/</*,  ....  1912 

E.  Percy  Calder,  M.B.,  Ch.B.,  CoW(«r//iam,      .             .             .  1912 
435         James  Cameron,  M.D., .             .           '.             .             .             .  1912 

A.  N.  S.  Carmichael,  M.B.,  CM.,        ....  1912 

Arthur  W.  Stark  Christie,  M.B.,  F.R.CS.E.,  Doimc,  .  1912 

AndreAV  Croll,  M.D. ,  Saskatcheivan,  Canada,  .  .  .  1912 

Georsre  A.  Dickson,  M.B.,  CM.,  South  Queensferry,   .  .  1912 

440         George  Donald,  M.D.,  ic/^A,     .....  1912 

Charles  Hotham  Evans,  M.KX.S.,  L.l{.C.P.,Zo??rfo»,   IF.,     .  1912 

Thomas  Finlay,  M.B.,  CM.,    .  .  .  .  .  1912 

L.  P.  M.  Gardner,  M.B.,  Ch.B.,  Lcith,  .  .  .  1912 

A.  Fergus  Hewat,  M.B.,  Ch.B.,  ....  1912 

445         David  Huskie,  M.B.,  CM.,  J/o//a.',      ....  l912 

W.  Wilton  .Johns,  M.D.,  iV«im,  ....  1912 

G.  Minto  Johnston,  M.D.,  Za7/i,  ....  1912 
K.    B.    Kanga,     B.Sc,    L.M.R.C.P.  Ireland,     L.M.Dublin, 

Bombay,  India,      ......  1P12 

F.  K.  Kerr,  M.B.,  Ch.B.,  iaWi,           ....  1912 
450         H.  A.  Leebodv,  M.B.,  CM.,  Cori^77;/«me,       .             .             .  1912 

W.  Leslie,  M.D.,  F.R.CS.E.,  .4 //oo,    ....  1912 

A.  Morrison  M'Intosh,  M.l;..  F.R.CS.E.,        .  .  .  1912 

Malcolm  K.  Mackay,  I\I.D.,C.M.  (M'Gill),  Saskatchewan,  Canada,  191 2 

Rob.rt  M'Laren,  L.R.C.P.E.,  etc.,       ....  1912 

455         L.  R.  H.  P.  I\larshall,  M.D.,  Peebles,    ....  1912 

Angus  Matheson,  M.D.,  North  Bervick,  .  .  .  1912 

George  Melville,  M.B.,  CM.,  Pc?i/««7i:,  .  .  .  1912 

A.  S.  Miller,  M.D.,  Tranent,    .....  1912 

Alexander  Nasmyth,  M.D.,  Penicuik,  ....  1912 

460        JohnOrr,  M.D.,"F.R.C.P.E., 1912 

T,  S.  A.  Orr,  M.B.,  Ch.B.,  Crail,        ....  1912 
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William  Paterson,  M.B,,  CM.,  Lcith,  .... 

George  R.  Petersen,  M.B.,  CM.  (M'Gill),  Saskatchewan, Canada, 

George  B.  Ritchie,  M.B.,  CM., 

R.  Macdonakl  Robertson,  M.D., 

R.  Miller  Ronaldson,  M.D.,  F.R.CP.E., 

H.  Basil  Rosair,  L.M.K.C.P.I.,  L.R.CS.I.,  etc.,  Loudon, 

Beliram     Pestonjee     Sabawala,     M.R.C.S.,     L.R.CP.Lond., 

Bombay,  India,       ..... 
W.  J.  Burns  Selkirk,  M.D.,  Dunbar,   ... 
T.  R.  S.  Sibbald,  M.D.,  Perthshire,       . 
John  W.  L.  Spence,  L.R.G.P.E., 
James  A.  Taylor,  M.D.,  Dunkeld, 
Alexander  Veitch,  M.B.,  CM.,  ... 

A.  Murray  AVood,  M.D.,  ZaYA,         '      . 
D.  M'Farlane  Barker,  M.B.,  Ch.B.,      ... 
Alexander  J.  W.  Buchanan,  M.B.,  Ch.B.,  CocJccnzie,  . 
Morton  Burnet,  M.D.,  Crief.    .... 
William  L.  Culleu,  M.B.,  C.M.,  St  Boswdls,     . 
Samuel  Fergusson,  M.B.,  CM.,  Alloa, 
James  T.  Gunn,  M.B.,  F.R.CS.E.,  Auchterardcr, 
Richard  Heard,  M.B.,  Ch.B.,  B.A.O.,  R.U.L,   Major  I.M.S, 

London,  S.JF.,        . 
John  Honeyford,  M.B.,  Ch.B., 
Thomas  Harcourt  Lawrie,  L.R.CF.E.,  etc.,  Polmont  Station, 

Stirlingshire,  ..... 

Alexander  M'Ewen,  M.B.,  CM.,  Cw/, 
George  M'Kellar,  M.D.,  A'fZso,  . 
A.  G.  Ritchie,  B.Sc,  M.B.,  Ch.B.,       . 
Stanley  F.  Silberbauer,  M. B.,  Ch.B.,  Cape  Toicn,  South  Africa, 
Murray  B.  Steuart,  M.B.,  CM.,  Kirhcudbriqht, 
Ernest  A.  Walker,  M.B.,  Ch.B.,  Captain  I. M.S.,  London, 
Normau  P.  Fairfax,  E.R.CP. ,  etc.,  Innerleithen, 
Hermann  Kramer,  M.D.,  F.R.C.S., 
Laura  Stewart-Sandeman,  M.D.,  ^Jcrf/gf?;, 
Peter  Stewart,  L.R.C P.,  etc.,  f/>/*«Z/, . 
Anne  Mercer  Watson,  L. R.CP. ,  etc.,  Aberdeen, 
Frederick  A.  F.   Harnardo,  M.B.,  Ch.B.,  Capt.  I. M.S., 
Edward  Napier  Burnett,  M.D.  (Glasg.),  F.R.CS.Ed.,   New- 

castlc-on-Tyne,         ..... 
Basil  Patrick  Campbell,  B.A.,  M.B.  (Cantab.),  F.R.C.S.E., 
George  Maxwell  Elliott,  M.B.,  Ch.B.,   . 
A.  C.  Henilrick,  M.A..  M.B.  (Toronto),  F.R.CS.Ed.,  Toronto, 
Alexander  Hutchison,  M.B.,  Ch.B.,  Graiitoivn-on-Spey, 
Archibald  Alexander  Morison,  M.B.,  Ch.B.,     . 
John  H.  H.  Pearson,  M.B.,  Ch.B., 
F.  A.  Scannell,  M.B.,Ch.B.  (N.Z.),      • 
A.  C  Thomson,  M.B.,  Ch.B.  (N.Z.),     . 
Alexander  E.  Watson.  M.B.,  CM.,  East  Wcmyss, 
Robert  Honey  Watt,  M.D.,  ia7i^Ao??;i, 
Tom  Welsh,  M.B.,  Ch.B.,  .... 

Gilbert  Vere  Bogle,  M.B.,  Ch.B. Ed.,  New  Zealand,  . 
George  Selby  Brock,  M.B.,  Ch.B.Ed.,  L.M.,  Bombay,. 
Maurice     Cameron      Anderson,      L.R.C.P.E.,      L.R.C.S.  E. 

L.F.P.S.G.,  Roslin,  .... 

Robert  Wilson  Buchanan,  M.A.,  B.Sc..  M.B.,  Ch.B.,  . 
F.  D.  Cairns,  M.B.,  Ch.B.,         .... 
C  Lodge  Patch,  M.B.,  Ch.B.,  Paisley, . 
H.  W.  Webb,  M.B.,  Ch.B.,       .... 
Robert  Crothers,  F.R.CS.,  County  Down. 
Gordon  Fitzgerald,  M.D.Ed.,  Manchester, 


Date  of 
Admission. 
1912 
1912 
1912 
1912 
1912 
1912 

1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
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1912 
1912 
1912 
1912 

1912 
1912 

1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 

1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 
1912 

1913 
1913 
1913 
1913 
1913 
1913 
1913 
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ARRANGED     ALPHABETICALLY. 

(«.)   LIFE   MEMBERS. 

Aarons,  Dr  S.  Jervois,  6   Hartley  Street,   Cavendisli  Square, 
Loiulon,  AV.,  ..... 

Adam,   Dr  George  Rothwell,   84  Collins  Street,    Melbourne 
Australia,    ...... 

Anderson,  Dr  John,  Newholme,  Pitlochry, 
Ballantyne.  Dr  Harold  S.,  Ashton,  Eskbank,  Dalkeith, 
5         Ballantyne,  Dr  J.  W.,  19  Rothesay  Terrace,    . 
Barbour,  Dr  A.  H.  Freeland,  4  Charlotte  Square, 
Barclay,  Dr  William  John,  Invercargill,  New  Zealand, 
Barrington,    Dr    Fourness,    213    Macquarrie   Street,    Sydney 
Australia,    ...... 

Brock,  Dr  G.  Sandison,  6  Corso  d'ltalia,  Rome, 
10         Brock,  Dr  George  Selby,  c/o  Grindlay,  Groom  &  Co.,  Bombay 
I'urnet,  Dr  Edward,   Dalblair,  Lillington  Road,  Leamington 
Burton,  Dr  Arthur,  Stenson,  Cromer,  . 
Cavanagh,  Dr  Francis,  396  Ecclesall  Road,  Sheffield,  . 
Chenhall,    Dr     William     T.,    233    Macquarie  St.,     Sydney 
Australia,    ...... 

15         Chipman,  Dr  W.  W.,  285  Mountain  St.,  Montreal,  Canada 
Craig,  Dr  John,  216  Bruntsfield  Place, 
Craig,  Dr  William,  71  Bruntsfield  Place, 
Groom,  Dr  David  Halliday,  17  Alva  St., 
Croom,  Prof.  Sir  John  Halliday,  25  Charlotte  Square, 
20         Cullcn,  Dr  Willi  im  L.,  Fairholme,  St  Boswells, 
Gumming,  Dr  John,  70  Bruntsfield  Place, 
Dobell,  Dr  C.  B.,  1  Royal  Well  Terrace,  Charlton,  Cheltenham, 
Duinat,    Dr    Henry   Aylmer,    7    Devonshire    Place,   Durban 
Natal,  South  Africa,  .... 

Ferguson,  Dr  J.  Haig,  7  Coates  Crescent, 
25         Fitzwilliams,  Dr  Gerald  Lloyd,  Cilgwyn,  N.C.  Emlyn,  E.S.O. 
Carmarthenshire,     ..... 

Fleming,  Dr  Andrew  M.,  C.M.G.,  Salisbury,  Rhodesia, 
Fowler,  Dr  Simson,  Waverley,  Juniper  Green, 
Frost,  Dr  Edmund,  Chesterfield,  Meads,  Eastbourne,  . 
Gibson,  Dr  R.  Wilson,  Town  Head  House,  Orton,  Tebay, 
30         Grant,  Dr  Lewis,  Neston,  Cheshire, 

Hart,  Dr  D.  P>crrv,  5  Randolph  Cliff,  . 
Haultain,  Dr  F.  W.  N.,  12  Charlotte  Square,  . 
Houghton,    Dr   C.    Hobart,  Fort  Hare,  Alice,   Cape  Colony, 
South  Africa,  ..... 

Inch,  Dr  Robert,  Gorebridge,    .... 

35         Johns,  Dr  W.  AVilton,  Ramleh,  Nairn, 

Kanga,  Dr  K.   B.,  Kanga  Building,   Khetmadi  Back   Road 
Bombay,  India,       ..... 

Kerr,  Dr  F.  K. ,  168  Newhaven  Road,  Leith,    . 
Livingston,  Dr  George  R.,  47  Castle  Street,  Dumfries, 
Luckiioo,    Dr    David    Lawrence,    New    Amsterdam,    British 
Guiiina,       ...... 

40         M'Arthur,  Dr  W.  Taj^lor,  2025  Western  Avenue,  Los  Angeles 
California ,  . 

M'Brearty,    Dr   J.    Wilson,    Greymouth,    West   Coast,    New 
.Zealand,     ....... 


Date  of 
Admission. 
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Date  ot 
Admission 

M'Cnlloeh,  Dr  John,  Lindsay,  Ontario,  Canadii,  .  .  1909 

M'Master,   Dr  A.    C,    Erinholni,    Hopetoiin    St.,   Aiicklaud, 

New  Zealand,  ......  1906 

Maeiiab,  Dr  James  C.  G.,  Germiston,  Transvaal,  South  Africa  1904 
45         Maddox,  Dr  Ralph   H.,  LM.S.,  c/o  Messrs  Thomas  Cook  & 

Son,  Ludgate  Circus.  London,  E.C.,  .  .  .  1887 

Martin,    Dr    Christopher,    Cleveland    House,    George   Iioad, 

I'Algbaston,  Birmingham,   .....  1838 

jMelville,  Dr  George,  The  Eyrie,  Penicuik,         .  ,  .  1912 

Melville,  Dr  Kenmure,  2  Nile  Grove,    ....  1900 

Morgan,  Dr  T.  H.,  Gympie,  Queensland,  Australia,     .             .  1895 
50         Mules,  Dr  P.  Henry,  Woodville,  Wellington,  New  Zealand,    .  1903 
Pereira,  Dr  A.  A.  Jervis,  Physician  to  the  Mozambique  Com- 
pany, Beira,  East  Africa,   .....  1888 

Pitts,  Dr  Edith  Cochrane-Brown,  Strathmore,  Christ  Church, 

New  Zealand,  ......  1905 

Ranking,  Dr  J.  E.,  Tunbridge  Wells,   .  .  .  1881 

Ritchie,  Dr  A.  G.,  22  Charlotte  Square,  .  .  ,  1912 

55         Ronaldson,  Dr  J.  Bruce,  Penn  Road,  Beaconsfield,  Bucks,       .  1911 

Ross,  Dr  James  F.  W.,  481  Sherbourne  Street,  Toronto,  Canada,  1889 

Hussell,  Dr  J.  Lawson,  West  Lodge,  Todmorden,         .  .  1906 

Snbawala,  Dr  Behram  Pestonjee,  c/o  Messrs  King,  King  &  Co., 

Hornby  Road,  Bombay,  India,        ....  1912 

Shepherd,  Dr  Percy  W.,  Sydenham  House,  Pontefract  Lane, 

;.  Leeds,  .......  1908 

60         Simpson,  Dr  G.  F.  Barbour,  43  Manor  Place,  .  .  .  1898 

Simpson,  Dr  W.  Petrie,  Viewbank,  Bathgate,  .  .  1892 

Simson,  Dr  H.  J.  F.,  36  Grosvenor  Street,  London,  W.,  .  1897 

Sivright,  DrD.  R.  B.,  Kentaud  Canterbury  Hospital,  Canterbury,  1911 

Sloss,  Dr  William,  Sturt  Street,  Ballarat,  Australia,   .  .  1902 

65         Struthers,  Dr  John,  Nqamakwe,  Transkei,  South  Africa,         .  1895 

Sturrock,  Dr  Hilda  M..  Northcote,  Edinburgh  Road,  Perth,   .  1901 

Taylor,  Dr  James  A.,  Dunkeld,  ....  1912 

Vatve,   Dr  Gopal  Govind,  42  Churin  Road,  Girgaon,  Bombay, 

India,  .......  1894 

Wells,  Dr  A.  Simpson,  118  New  Church  Street,  Cape  Town, 

South  Africa,  ......  1903 


(b.)    ANNUAL   SUBSCRIBEKS. 

70         Abernethy,  Dr  Robert,  10  St  Colme  Street,       .  .  .  1912 

Adams,  Dr  Russell  G.  W.,  Maxwell   Road,  Blenheim.  New 

Zealand,      ......  19C4 

Affleck,  Sir  J.  0.,  38  Heriot  Row,  ....  1869 

Ainslie,  Dr  A.  C,  49  Minto  Street,       .  .  .  .  1898 

Aitken,  Dr  C.  J.  Hill,  Idutyvva,  Transkei,  Cape  Coljny,  South 

Africa.  .......  1902 

75         Alexander,  Dr  R.  C,  15  Hartington  Gardens,  .  .  1910 

Alexander,  Dr  W.  B.,  8  Blenheim  Place,         .  .  .  1882 

Allison,  Dr  J.,  Fuller  House,  Kettering,  Northampton,        -     .  1888 

Anderson,  Dr  Maurice  C;uneron,  Roslin,  Midlothian,  .  .  1913 

Anderson,    Dr    R.    Brodie.    F.R.C.S.Ed.,    066    JMain    Street, 

Winnipeg,  Manitoba,  Canada,        ....  1909 

80         Anderson,  Dr  William,  Armadale,  Linlithgowshire,     .  .  1912 

Anklesaria,     Dr     H.     N.,     Taj     Building,     Hornby     Road, 

Bombay,  India,      .  .  .  .  *.  .  1906 

Armitage,  Dr  J.  A..  Netherwood,  St  Helens  Park,  Hastings, .  1886 

Armour,  Dr  E.  F.,  6  Bruntsfield  Terrace,  .  .  .  1889 
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Aspland,    Dr  W.  H.  Graham,    Church  of  England  Mission, 
Peking,  China,        ..... 
85         Baildon,  Dr  Francis  J.,  42  Hoghton  Street,  Southport 
Ballantyne,  Ur  A.,  Oxfordholme,  Gullane, 
Barker,  Dr  D.  M'Farlane,  4  Dalziel  Place, 
Barnardo,  Dr  Frederick  A.  F.,  5  St  Ronans  Terrace, 
Barnetson,  Dr  Elsie  M.,  Woodville,  Joppa, 
90         Barnetson,  Dr  R.  Balfour,  Woodville,  Joppa,  . 

Barrv,  Dr  W.  J.  M.,  29  Plymouth  Road,  Penarth,  Glamorgan, 
Bateman,  Dr  F.  J.  Harvey,  Heath  End,  Blackheath,  Lond.,S.E 
Beattie,  Dr  Alfred  Jordan,  Riverview,  Callander, 
Beatty,  Dr  Samuel,  Craigvar,  Pitlochry, 
95         Beesley,  Dr  R.  W.,  135  Deane  Road,  Bolton,    . 
Beeslv,  Dr  Lewis,  42  Northumberland  Street,  . 
Bell,  Dr  J.  Lumsden,  The  White  Hall,  Driffield,  Yorkshire, 
Bentley,  Dr  G.  H.,  Loanhead  House,  Kirkliston, 
Beveridge,  Dr  Arthur  James,  Eslington,  Dollar, 
100         lieveridge,  Dr  Robert,  9  James  Place,  Leith,    . 

Bianchi,  Dr  L.  F.,  40  Brighton  Place,  Portobello, 
Blaikie,  Dr  R.  H.,  5  Mayfield  Gardens, 
Blair,  Dr  J.  A,,  16  Windsor  Terrace,  Newcastle-on-Ty 
hlake,  Dr  R.  A.,  Belfast,  Transvaal,  South  Africa, 
105         Boddie,  Dr  G.  P.,  35  Melville  Street,    . 

Bogle,  Dr  Gilbert  Vere,  Waipukurau,  New  Zealand, 
Booth,  Dr  William,  2  Minto  Street,      , 
Borrowman,  Dr  Philip  G. ,  74  Great  King  Street, 
Bowie,  Dr  J.  M. ,  53  Grange  Road, 
110         Brand,  Dr  Eden,  BelHield,  Banchory,  . 
Bremner,  Dr  D.  C. ,  Hollybush,  Peelaies, 
Brewis,  Dr  N.  T.,  6  Drumsheugh  Gardens, 
Brewis,  Dr  P.  Adams,  The  West  Gate,  Dursley,  Gloucestershire 
Broad,  Dr  B.  W.,  The  Sanitorium,  Cardiff, 
115         Brock,  Dr  A.  J.,  27  Braid  Crescent,     . 

Brodie,  Dr  T.  Scott,  21  Belhaven  Terrace,  Wishaw,     . 
Brown,  Dr  William,  7  Bonaccord  Square,  Aberdeen,  . 
Brown,  Dr  W.  S.  .Murdoch,  13  Torphichen  Street, 
Brownlee,    Dr    James,     Waterloo    House,    Linthorpe    Road 
Middlesbrough,       ..... 
120         Buchanan,  Dr  Alexander  J.  W.,  Ruth  V^illa,  Cockenzie, 
Buchanan,  Dr  Angus,  45  Falcon  Avenue, 
Buchanan,  Dr  Koliert  Wilson,  5  Granville  Terrace, 
Buist,  Dr  J.  W.,  1  Clifton  Terrace,       . 
Buist,  Dr  i;.  C,  166  Nethergate,  Dundee, 
125         Bunting,     Dr    W.    Hartley,    20    Hagley    Road,    Edgbaston 
Hirmingliam,  ..... 

Burnet,  Dr  Morton,  Beechknowe,  Crieff, 
Burnett,  Dr  Edward  Napier,  4  Windsor  Crescent,  Newcastle 

on-Tyne,  ..... 

Butchart,  Dr  C.  A.,  52  Leith  Walk,  Leith,       . 
Butler,  Dr  James,  49  Charlotte  Street,  Leith,  . 
130         Cairns,  Dr  F.  D.,  58  Morningside  Drive, 

Cairns,  Dr  W.  Murray,  67  Catharine  Street,  Liverpool 
Calder,  Dr  K.  Percv,  Kirkhill,  Coldingham,     . 
3alder,  Dr  H.  L.,  60  Leith  Walk,  Leith, 
Callender,  Dr  D.  M.,  12  Rose  Bank,  Lancaster, 
135         Callender,  Dr  T.  JL,  Inverard,  Sidcup, 

Cameron,  Dr  James,  71  Newington  Road, 
Campbell,  Dr  Basil  Patrick,  13  Lynedoch  Place, 
Campbell,  Dr  JIalcolm,  Westwood,  Brechin,    . 


Date  of 
Admission. 

1901 
1887 
1870 
1912 
1912 
1907 
1904 
1898 
1898 
1912 
1888 
1894 
1904 
1884 
1877 
1912 
1896 
1912 
1888 
1887 
1905 
1889 
1912 
1891 
1893 
1912 
1903 
1912 
1883 
1888 
1895 
1912 
1900 
1904 
1912 

1905 
1912 
1907 
1913 
1877 
1895 

1900 
1912 

1912 
1894 
1912 
1913 
1892 
1912 
1882 
1902 
1896 
1912 
1912 
1900 
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Carlow,  Dr  W.  W.,  20  Eglinton  Crescent, 
140         Canniehael,  Dr  A.  N.  S.,  2  Merchiston  Avenue, 

Carmichael,  Dr  Edward,  21  Abercromby  Place, 

Carmichael,  Dr  E.  W.  Scott,  40  Palmerston  Place, 

Carniicliael,  Dr  George  S.,  25  Braid  Road, 

Carmichael,  Dr  Norman  Scott,  44  Polwartli  Terrace,    . 
145         Carruthers,  Dr  G.  J.  R.,  4  Melville  Street, 

Cattanach,  Dr  J.  G.,  3  Alvanley  Terrace, 

Chisliolm,  Dr  A.  E.,  7  Claremont  Crescent, 

Chouler,  Dr  H.  Gordon,  University  Hall,  2  Mound,     . 

Christie,  Dr  Arthur  W.  Stark,  Balkerach,  Doune, 
150         Church,  Dr  H.  M.,  36  George  Square,  . 

Clark,  Dr  Katherine  S. ,  16  Drunnnond  Place, 

Cobbett,  Dr  C.  N.,  632   Fourth  Street,  Edmonton,  Alberta 
Canada,       ...... 

Cox,  Dr  Joshua  J.,  72  Bridge  Street,  Manchester, 

Craig,  Dr  James  C. ,  97  Walton  Road.  Aylesbury,  Bucks, 
155         Craig,  Dr  J.  G.,  78  Bootham,  York,     . 

Craig,  Dr  R.  W.,  Pathhead-Ford,  Dalkeith,     . 

Croll,  Dr  Andrew,  Saskatoon,  Saskatchewan,  Canada, 

Crothers,  Dr  Robert,  Banbridge,  County  Down, 

Crow,  Dr  W.  J.,  108  Morningside  Road, 
160         Cullen,  Dr  G.  M.,  50  Minto  Street,       . 

Ciirrie,  Dr  A.  S.,  20  Oxford  Terrace,  Hyde  Park,  London,  W. 

Dadabhoy,  Dr  K.,  Victoria  Road,  Karachi,  India, 

Darling,  DrT.  Brown,  13  Merchiston  Place,     . 

Darling,  Dr  William,  2  Warrender  Park  Terrace, 
165         Davidson,  Dr  H.  S.,  6  AthoU  Place,      . 

Davidson,  Dr  Samuel,  Mansetield,  Kelso, 

Davies,  Dr  Arnold,  Menai  Bridge,  Anglesey,   . 

Dendle,  Dr  Frank,  Overton  House,  Spring  Grove,  Isleworth, 

Dewar,  Dr  J.  M.,  24  Lauriston  Place,  . 
170         Dewar,  Dr  M.,  24  Lauriston  Place, 

Dick,  Dr  A.  M.,  c/o  Grindlay  Grome  Co.,  Bombay,  India, 

Dickie,  Dr  J.  T.,  37  Lauriston  Place,   . 

Dickson,  Dr  D.  Elliot,  Hillcrest,  Lochgelly,    . 

Dickson,  Dr  George  A.,  Invermae,  South  Queensferry, 
175         Dickson,  Dr  George,  26  Merchiston  Park, 

Dobie,  Dr  D.  Robertson,  7  James  Square,  Crieff, 

Donald,  Dr  George,  46  Ferry  Road,  l.eith, 

Drennan,  Dr  Matthew  R.,  35  Polwarth  Gardens, 

Dunbar,  Dr  H.  J.,  118  Cathedral  Road,  Cardiff, 
180        Dyer,  Dr   Ethelbert   W.,    Lustleigh,    132  Davenport  Road 
Durban,  South  Africa,        .... 

Easterbrook,  Dr  A.  M.,  Arnprior,  Gorebridge, 

Easterbrook,  Dr  C.  C,  Crichton  House,  Dumfries, 

Eden,  Dr  T.  Watts,  26  Queen  Anne  Street,  Cavendish  Square 
London,  W. ,  . 

Edington,  Dr  D.  C,  Birbeck  House,  Penrith,  . 
185         Elder,  Dr  Edward  A.,  6  Torphichen  Street,      . 

Elder,  Dr  Eleanor,  4  John's  Place,  Leith, 

Elder,  Dr  W.  Nicol,  6  Torphichen  Street, 

Elliott,  Dr  George  Maxwell,  Royal  Maternity  Hospital, 

Evans,  Dr  Charles  Hotham,  121  Harley  Street,  London,  W 
190         Evans,  Dr  0.  F.,  20  Princes  Avenue,  Liverpool, 

Fairfax,  Dr  Norman  P.,  Caddon  View,  Innerleithen,  . 

Farie,  Dr  G.  J.,  Strathallan,  143  Worple  Road,  Wimbledon, 
London,  S.W., 

Farquharson,  Dr  J.  D.,  242  Westgate  Road,  Newcastle-on-Tyne. 


Date  of 
Admission. 

1910 
1912 
1887 
1899 
1909 
1908 
1901 
1893 
1911 
1911 
1912 
1875 
1903 

1890 
1876 
1908 
1908 
1905 
1912 
1913 
1909 
1890 
1882 
1906 
1884 
1900 
1904 
1906 
1906 
1892 
1910 
1891 
1907 
1900 
1908 
1912 
1901 
1894 
1912 
1910 
1905 

1906 
1893 

1892 

1888 
1897 
1906 
1903 
1879 
1912 
1912 
1890 
1912 

1903 
1890 
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Felkin,  Dr    R.    W.,    47    Bassett    Road,    North   Kensington, 
London.  W.,  ..... 

195         Fergusson,  Dr  Samuel,  Lylestone  House,  Alloa, 
Finlav,  Dr  Tliomas,  8  Comely  Bank  Road, 
Finlay,  Dr  T.  Y.,  83  Great  King  Street, 
Fitzgerald,  Dr  Gordon,  183  High  Street,  Manchester, 
Fitzwilliams,  Dr  Duncan  C.  L.,  31  Grosvenor  Street,  Grosvenor 
Square,  London,  W.,  .... 

200         Fleming,  Dr  Andrew,  St  John's  Road,  Corstorphiue,  . 
Flett,  Dr  A.  B.,  15  Walker  Street, 
Fordyce,  Dr  William,  20  Charlotte  Square, 
Forrest,  Dr  Stephen,  1  Magdala  Crescent, 
Fothergill,  Dr  W.  Edward,  337  Oxford  Road,  Manchester, 
205         Fowler,  Dr  W.  Hope,  21  Walker  Street, 

Fox,  Dr  J.  W.,  18  Bernard  Street,  Southampton, 
Fraser,  Dr  J.  Hossack,  Fernfield,  Bridge  of  Allan. 
Fraser,  Dr  Nutting  S.,  205   Gower  Street,  St  John's,  New 
foundland,  ...... 

Frost,  Dr  W.  E. ,  36  Moray  Place, 
210         Garbutt,  Dr  W.  J.,  Girthen  House,  Bournhrook  Rd.,  Selly  Pk. 
Birmingham,  ..... 

Gardiner,  Dr  Frederidc,  60  George  Square, 
Gardner,  Dr  L.  P.  M.,  20  Pilrig  Street, 

Gayton,    Dr    William,    Ravensworth,    Regent's    Park    Road 
Finchley,  London,  N.,         .... 

Gemmell,  Dr  J.  E.,  28  Rodney  Street,  Liverpool, 
215         Gibbons,    Dr   Sherwin,    1010    Union    Trust    Building,      Los 
Angeles,  California,  .... 

Gibbs,  br  J.  H.,  12  Coates  Crescent,    . 
Gibson,  Dr  Alexander,  14  Scotland  Street, 
Gilfen.  Dr  J.  T.  M.,  138  Boughton,  Chester,     . 
Giles,  Dr  A.  B.,  4  Palmerston  Place,    . 
220         Gilmour,  Dr  T.  F.,  Port  Ellen,  Islay,    . 

Godfrey,  Dr  W.  F.,  Carberry,  Manitoba,  Canada, 
Graham,  Dr  A.,  Curriebank,  Currie, 
Graham,  Dr  D.  J.,  2  Melville  Crescent, 
Graham,  Dr  F.  M.,  16  Mayfield  Gardens, 
225         Graham,  Dr  R.  Balfour,  2  Osborne  Terrace, 
Gray,  Dr  J.  A.,  4  AVolseley  Terrace,     . 
Green,  Dr  John  Ligertwood,  23  Minto  Street,  . 
Gregory,  Dr  W.  H.,  North  Bar  AVithout,  Beverley,  Yorks, 
Greig,  Dr  F.  J.,  Lt.-Col.  R.A.M.C,  6  Gladstone  Place,  Stirling 
230         Gunn,  Dr  James  T.,  Bircbwond,  Aucliterarder, 
Gunn,  Dr  J.  A.,  39  Moriiingsidc  Drive, 
Guthrie,  Dr  A.  Cowan,  21  Pilrig  Street, 
Hamilton,  Dr  J.  R.,  Elm  House,  Hawick, 
Hamp,  Dr  J.  Walton,  Penn  Road,  Wolverhampton,  . 
235         Harlin,    Dr    Francis   W.,  Crow's   Nest,    Near    Loowoomba 
Queensland,  ..... 

Harp(;r,  Dr  R.  A.  J.,  135  Abbey  Road,  Barrow-in-Furness, 
Harvey,    Dr  Cl'arles,  Beckford    Lodge,  Sav-la-Mar,  Jamaica 

wi., 

Harvey,  Dr  James,  7  Blenheim  Place,  . 
Havelock,  Dr  John  G.,  Sunnyside,  Montrose,  . 
240         Hay.  Dr  Henry,  11  Great  King  Street, 

Heard,  Dr  Richanl,  (70  Grindlay  &  Co.,  54  Parliament  Street 

London,  S.W.,        . 
Hellier,  Dr  J.  B.,  V.7  Park  Square,  Leeds, 
Helm,  Dr  John  H.,  Clarence  Cottage,  Rathe,  . 


Date  of 
Admission. 

1884 
1912 
1912 

iyo8 

1913 

1904 
1905 
1903 
1888 
1910 
1894 
1900 
1887 
1895 

1887 
1900 

1897 
1900 
1912 

1885 
1885 

1904 
1905 
1908 
1892 
1891 
1882 
1906 
1897 
1895 
1894 
1893 
1907 
1902 
1893 
1906 
1912 
1906 
1888 
1879 
1886 

1900 
1901 


1891 
1888 
1879 

1912 
1904 

1888 
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Helme,  Dr  G.  Edgar,  Gloucester  House,  Rusholiiie,  Manoliester, 
*245         Hendriek,  Dr  A.  C,  646  Spadina  Avenue,  Toronto,    . 
Hewat,  Dr  A.  Fergus,  3  Dariiaway  Street, 
Hewat,   Dr  A.  Middleton,  Assist.  Medical  Officer  of  Health, 
East  Suffolk  County  Council,         .... 

Hewetson,  Dr  J.,  Holmtield,  Reigate,  . 

Hiudniarsli,   Dr  Edwin,  Mozutierpore,  Tirhoot  State  Railway, 
Bengal,  India,         ...... 

250         Hoggau,  Dr  Robert,  Liberton  Park,  Liberton,  . 

Hone}ibrd,  Dr  John,  12  Warrender  Park  Terrace, 
Howard-Jones,  Dr  J\L  H.,  17  Cornwall  Street, 
Hughes,     Dr     Perc}'     T.,      Barnsfej'     Hall,      Bronisgrove, 
Worcestershire,        ...  ... 

Hume,  Dr  Wni.  Maitland,  7  Atholl  Crescent,  Perth,  . 
255         Hunter,  Dr  A.  J.  Gordon,  St  Catherines,  Linlithgow, 
Huskie,  Dr  David,  Hamilton  House,  MoftVit,   . 
Hutchison,  Dr  Alexander,  Stonefield,  Grantown-on-Spey, 
Hutchison,  Dr  Alice  M.,  20-t  Bruntstield  Place, 
Inglis,  Dr  Elsie  M.,  8  Walker  Street,    .... 

260         Jamieson,  Dr  Hugh,  1  Strathearn  Road, 
Jamieson,  Dr  J.  Boyd,  43  George  Square, 
Jardine,  Dr  F.  E. ,  Evelyn  Cottage,  Penicuik, 
Jardine,  Dr  Robert,  20  Royal  Crescent,  Glasgow,  W., 
Johnston,  Dr  G.  Minto,  7  Wellington  Place,  Leith, 
265         Johnston,  Dr  Robert  B.,  Bishopyards,  Penrith, 
Johnston,  Dr  R.  J.,  18  George  Square, 
Johnstone,  Dr  R.  AV. ,  10  Alva  Street, 
Keay,  Dr  J.  W.,  13  Granville  Terrace, .... 

Keir,  Dr  Ian  C,  The  Limes,  jMelksham,  Wilts, 
270         Kerr,  Dr  J.  M.  Munro,  7  Clairmont  Gardens,  Glasgow, 
Kerr,  Dr  J.  Wishart,  151  Greenhead  Street,  Glasgow, 
King.   Dr   J.   K.,    The    Glen   Springs   Sanitoriuni,    Watkins, 
"New  York,  U.S.A.,  ...... 

Kirk,  Dr  Robert,  Rowan  Bank,  Bathgate, 
Kramer,  Dr  Hermann,  14  Leven  Terrace, 
275         Kynoch,  Professor  Campbell,  8  Airlie  Place,  Dundee,  . 
Lackie.  Dr  James  Lamond,  7  Randolph  Crescent, 
Langwill,  Dr  James,  4  Montebello,  Joppa, 
Langwill,  Dr  H.  G.,  4  Hermitage  Place,  Leith. 
Lawrie,  Dr   Thomas   Harcourt,    St   Clair,   Polmont   Station, 
Stirlingshire,  ...... 

280         Lawrence,  Dr  H.  Ruthven,  South  African  Union,  14  Buccleuch 
Place,  ....... 

Ledger,  Dr  A.  G.  K.,  Westerton,  Coppull,  Lancashire, 
Lee,   Dr   Herbert   E.,   Coolabah,    Belmore   Street,    Burwood, 
KS.W.,  Australia,  .... 

Leebodv,  Dr  H.  A.,  Corstorphine,         .... 

Leslie, "Dr  W.,  17  Mar  Street,  Alloa,    .... 

285         Littlejohn,  Professor  Harvey.  11  Rutland  Street. 

Lochhead,  Dr  James,  The  Colonial  Hospital,  Gibraltar, 
Lockhart,  Dr  F.  A.  L.,  23  Mackay  Street,  Montreal,  Canada,  . 
Lorimer,  Dr  Duncan,  74  Bruntstield  Place, 
Low,  Dr  R.  Cranston,  7  Castle  Terrace, 
290         Lyell,  Dr  John,  15  Marshall  Place,  Perth, 

Lyle,  DrR.  P.  Ranken,  11  Ellison  Place,  Newcastle-on-Tyne, 
Mac  Arthur,  DrD.  G.,  Aberfeldy,  .  .  .  . 

M'Call,  DrJohn,  25b  Abercroniby  Terrace,  Portobello, 
M'Cann,   Dr  F.  J.,    14  Wimpole  Street,  Cavendish  Square, 
London.  W., 


Date  of 

Admission. 

1895 

1912 

1912 

1907 
1881 

1895 
1894 
1912 
1910 

]895 
1911 
1910 
1912 
1913 
1905 
1901 
1889 
1900 
1910 
1897 
1912 
1903 
1899 
1903 
1903 
1903 
1894 
1901 

1884 
1887 
1912 
1892 
1889 
1911 
1891 

1912 

1908 
1906 

1892 
1912 
1912 
1890 
1904 
1890 
1906 
1902 
1901 
1901 
1903 
1886 

1896 
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295         Macdonald,  Dr  A.  G.,  Uig,  Isleof  Skye, 

Macdonald,  Dr  Angus,  Olive  Lodge,  42  Polwarth  Terrace  , 
Macdonald,  Dr  John,  Marathon  House,  Cupav-Fife,     . 
Macdonald,  Dr  AV.  Eraser,  16  Buckingham  Ter.,  Glasgow,  W 
Macdonald,  Dr  AV.  Fraser,  96  Polwarth  Terrace, 
300         M'Ewan,  Dr  Peter,  294  Barkerend  Road,  Bradford,     . 
M'Ewen,  Dr  Alexander,  Thornhill,  Crieff, 
M'Gibbon,  Dr  John,  24  Melville  Street, 
MacGlashan,  Dr  Keith  B.,  2  Hartley  Hill,  Leeds, 
MacGregor,  Dr  Alastair,  Eagle  Cliff,  Greenhithe,  Kent, 
305         MacGregor,  Dr  A.  V.,  Durham  House,  West  Hartlepool, 

Macgregor,  Dr  G.  S.,  15    Buckingham  Terrace,  Glasgow,  W. 
M'Hwraith,    Dr    Kennedy    C,    30   Prince   Arthur  Avenue 
Toronto,  Canada,     ..... 

M'Intosh,  Dr  A.  Morrison,  4  E.  Clareniont  Street, 
Mackay,  Dr  Malcolm  E,,  Payuton,  Saskatchewan,  Canada, 
310         Mackay,  Dr  W.  B.,  23  Castlegate,  Berwick-on-Tweed, 
M'Kellar,  Dr  George,  20  Bowmont  Street,  Kelso, 
M'Kendrick,  Dr  Archd.,  27  Chalmers  Street,    . 
Mackenzie,  Dr  T.  C,  Ruigh-Ard,  Inverness,    . 
M'Kerron,  Dr  R.  Gordon,  I  Albyn  Place,  Aberdeen,    . 
315         Mackie,  Dr  George,  Boyd's  Lodge,  Malvern,  Worcestershire, 
Mackiu,    Dr  Patrick,    132   Vizean   Street,   Wellington,    New 
Zealand,       ...... 

Mackness,  Dr  G.  Owen  C,  Fort  Street  House,  Broughty-Ferry, 
Maclagan,  Dr  D.  W.,  Kaponga,  Taranaki,  New  Zealand, 
M'Laren,  Dr  John,  39  Lauriston  Place, 
320         M'Laren,  Dr  Robert,  10  Gilmore  Place, 

M'Larty,  Dr  Malcolm,  23  Abercromby  Place,  . 
Maclean,  Dr  Ewen  J.,  12  Park  Place,  Cardiff, 
Macleod,  Dr  J.  A.,  Glencorse  House,  Peebles,  . 
M'Morland,  Dr  John  B.,  Kilneiss,  Moniaive,  Dumfriesshire, 
325         M'Morland,  Dr  R.  P.,  19  Merchiston  Gardens, 
MacRae,  Dr  John,  Lynwood,  Murrayfield, 
Mac  Vie,  Dr  S.,  Herbertknowe,  Chirnside, 
M'Watt,  Dr  John,  Morelands,  Duns,     . 

Macwatt,    Dr    R.    C,    Lt. -Colonel    I.M.S.,    P.O.    Box    110 
Bombay,   India,     ..... 

330         Malcolmson,  Dr  Alexander  M.,  Dalveen,  Corstorphine, 
Mallace,  Dr  A.  C,  Sandhaven  House,  Culross,  Fife,  . 
Marshall,  Dr  G.  I'.alfour,  19  Sandvford  Place,  Glasgow, 
Marshall,  Dr  L.  R.  H.  P.,  Hollyliush,  Peebles, 
Martin,    Dr    Angus,    25     Northumberland    Square,    North 
Shields,      ...... 

335         Martin,  Dr  Cliarles,  Kobe,  Japan. 

Martin,  Dr  J.  W. ,  Charterhall,  Newbridge,  Dumfries, 
Matheson,  Dr  A.  A.,  41  George  Square, 
Matheson,  Dr  Angus,  Duntulm,  North  Berwick, 
Matheson,  Dr  R.  Murdoch,  33  Buccleuch  Place, 
340         Mathewson,  Dr  G.  D.,  6  Castle  Terrace, 
Meikle,  Dr  J.  Hally,  12  Midmar  Gardens, 
Menzies,  Dr  W.  Menzies,  20  Rutland  S(iuarc,  . 
Michael,  Dr  Gustave,  I'ayham  House,  135  West  End  Lane 

West  Hampstead,  London,  N.W., 
Millard,  Dr  W.  W..  Middlefield  House,  Leith  Walk,    . 
345         Miller,  Dr  Alexander,  1  Royal  Terrace,  Crossbill,  Glasgow, 
Miller,  Dr  A.  S.,  Rannoch  House,  Tranent, 
Miller,  Dr  W.  H.,  51  Northumberland  Street,  . 
Milligan,  Dr  Harley  P.,  Hessle,  East  Yorks,   . 


Date  of 
Admission 
1903 
1897 
1902 
1884 
1910 
1905 
1912 
1902 
1910 
1905 
1895 
1888 

1901 
1912 
1912 
1899 
1912 
1906 
1900 
1896 
1900 

1895 
1887 
1901 
1910 
1912 
1900 
1902 
1907 
1906 
1907 
1893 
1881 
1879 

1885 
1901 
1908 
1891 
1912 

1906 
1892 
1887 
1887 
1912 
1897 
1905 
1906 
1910 

1885 
1884 
1902 
1912 
1886 
1908 
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Milne,  Dr  W.  M.,  3  Minto  Street, 
350         Mitchell,  DrC.  R.  r.,  The  Chase,  Malvern,     . 

Mitchell,  Dr  G.  B.,  1  Skinner  Street,  Whitby, 

Montgomery,     Dr    John,    The     Highlands,     Balsall    Heath 
Birmingham,  ..... 

Moorhouse,  Dr  J.  Ernest,  6  Melville  Terrace,  Stirling, 

More,  Dr  John,  Kothwell,  Kettering,  . 
355         Morison,  Dr  Albert  E.,  Mowbray  Villa,  Sunderland,  , 

Morison,  Dr  Archibald  Alexander,  33  Craiglea  Drive, . 

Morris,  Dr   S.  Glanville,   Bryn-y-Delyn,  Mardy,  Glamorgan' 
shire,  ...... 

Moses,   Dr    O.  St  John,    Medical   College,  26   Park   Street. 
Calciitta,  India,      ..... 

Mowat,  Dr  John,  5  Hope  Park  Terrace, 
360         Mowat,  Dr  R.  S.,  40  Raeburn  Place,     . 

Munro,  Dr  J.  Ramsay,  High  Street,  Spalding, 

Murray,  Dr  James,  51  Great  King  Street, 

Napier,   Dr  A.  D.  Leith,    28   Angas  Street,  Adelaide,   South 
Australia,    ...... 

Nasmyth,  Dr  Alexander,  Hillwood  House,  Penicuik,  . 
365         Nicholson,  Dr  H.  Oliphant,  20  Manor  Place,    , 

Ogden,  Dr  0.  Watson,  38  Jesmond  Road,  Newcastle-on-Tyne 

Ogilvy,  Dr  Stewart  Grant,  Fairmont,  Fauldhouse, 

Oliphant,  Dr  E.  H.  Lawrence,  28  Newton  Place,  Glasgow, 

Olivier,  Dr  P.  J.,  South  African  Union,  14  Buccleuch  Place, 
370         Orbell,  Dr  Ronald  S.,  12  Reed  Street,  Oamaru,  New  Zealand 

Orr,  Dr  John,  Heather  Lea,  Clarendon  Road,  Eccles,  Lanes., 

Orr,  Dr  John,  Ti  Strathearn  Road,  ... 

Orr,  Dr  T.  S.  A.,  Morav  House,  Crail,  ... 

Orr,  Dr  W.  Basil,  13  Braid  Road,  ... 

375        Patch,   Dr  C.    Lodge,    Renfrew   District  Asylum,    Dykebar 
Paisley,        ...... 

Paterson,  Dr  G.  Keppie,  19  Albany  Street, 

Paterson,  Dr  G.  W.  Simla,  147  Bruntsfield  Place, 

Paterson,  Dr  William,  8  Hermitage  Place,  Leith, 

Patterson,  Dr  F.   Porter,  F.R. C.S.Ed.,  203  Dominion  Trust 
Building,  Vancouver,  B.C., 
380         Pearson,  Dr  C.  Mowbray,  14  Manor  Place, 

Pearson,  Dr  John  H.  H.,  12  Primrose  Bank  Road,  Trinity, 

Peddie,  Dr  H.  Andei'son,  24  Palmerston  Place, 

Perigal,  Dr  Arthur,  New  Barnet,  Herts, 

Petersen,  Dr  George  R.,  Saskatoon,  Saskatchewan,  Canada, 
385         Playfair,  Dr  John^  5  Melville  Crescent, 

Poole,  Dr  T.  D.,  North  Side  House,  Linthwaite,  Huddersfield 

Porritt,  Dr  E.  E.,  Wanganui,  New  Zealand,     . 

Porteous,    Dr   J.    Lindsay,    87    North    Broadway,    Yonkers 
New  York,  ...... 

Porter,  Dr  Frederick,  65  Morningside  Road, 
390         Prentice,     Dr    W.     H.,    Brunswick    Terrace,    Broad   Street 
Pendleton,  Manchester,      .... 

Price,  Dr  A.  W.  Gordon,  41  Minto  Street, 

Price,  Dr  E.  F.  T..  13  Alva  Street, 

Primrose,  Dr  Alex.,  100  College  Street,  Toronto,  Canada, 

Pringle,  Dr  J.  Hogarth,  172  Bath  Street,  Glasgow, 
395         Rabagliati,    Dr   A.    H.,    c/o  H.   A.   Jeffrey,   Esq.,   Solicitor 
13  Cheapside,  Bradford,  Yorkshire, 

Reid,  Dr  H.  S.,  3  Hampton  Terrace,    . 

Rendell,    Dr  Herbert  R.,    P.O.   Box   606,   St  John's,   New 
foundland,  ...... 


Date  of 

Admission 

1898 

1906 

1893 

1895 
1892 
1908 
1888 
1912 

1894 

1900 
1884 
1910 
1901 
1879 

1878 
1912 
1900 
1900 
1895 
1885 
1911 
1907 
1887 
1912 
1912 
1889 

1913 

1882 
1896 
1912 

1909 
1902 
1912 
1882 
1887 
1912 
1873 
1890 
1897 

1875 
1904 

1901 
1890 
1890 

1887 
1886 

1903 
1907 

1882 
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Admission. 

Eitcliie,  Dr  Gqorge  B.,  9  Brunswick  Street,      .  .  -  1912 

Ritchie,  Dr  James,  22  Charlotte  Square,  .  .  .  1880 

400         Ritchie,  DrT.  C,  Glasgow  Maternity  Hospital,  .  .  1911 

Robarts,  Dr  Henry  H.,  1  Wemyss  Place,  Haddington,  .  1904 

Roberton,  Dr  Ernest,  RenmackRoad,  Auckland,  New  Zealand,  1887 

Roberts,  Dr  D.  Lloyd,  11  St  John  Street,  Manchester,  .  1906 

Roberts,  Dr  Ernest  T.,  Glencloy,   Brownside  Road,  Cambus- 

lang,  Glasgow,        ......  1890 

405         Robertson,   Dr  George,  Braehead,  Viewfield  Place,   Dunferm- 
line,    1901 

Robertson,  Dr  Robert,  26  Royal  Circus,  .  .  .  1897 

Robertson,  Dr  R,  Macdonald,  53  Bruntsfield  Place,      .  .  1912 

Robertson,    Dr  W.   15.,  St  Anne's,   101  Thurlow  Park  Road, 

Duhvich,  London,  S.E.,      .....  1870 
Robinson,  Dr  H.  Shapter,  Talfourd  House,  78  Peckham  P.oad, 

Caniberwell,  London,  S.E.,  ....  1890 

410         Ronaldson,  Dr  R.  Miller,  17  Morningside  Road,  .  .  1912 

Rosa,  Dr  Albert  F.,  28  Pitt  Street.         ....  1S93 
Rosair,  Dr  H.  Basil,  c/o  Thomas  Cook  &  Son,  Ludgate  Circns, 

London, 1912 

Ross,  Dr  A.  Aitken,  8  Newington  Road,  .  .  .  1910 

Ross,  DrT.  W.  E.,  31  Morningside  Drive,        .  .  .  1904 

415         Russell,  DrW.,  3  Walker  Street,  .  .  .  .  1890 

Saleeby,     Dr    C.     W.,     10    Camden     Mansions,     The    Mall, 

London,  W., 1902 

Saridstein,   Dr  Alfred  C,  21  Latimer  Square,  Christchurch, 

New  Zealand,         ......  1898 

Saunders.  Dr  F.  A.,  Hill  Street,  Grahamstown,  Cape  Colony, 

South  Africa,  ......  1885 

Scannell,  Dr  F.  A..  11  Eyre  Place,  Edinburgh,  and  Ma  Waro, 

Timaru,  New  Zealaml,        .  .         '    .  •  .  1912 

420         Sclater,  DrW,  0.,  Ipoh,  Perak,  F.M.S.,      .   .  .  .  1906 

Scott,  Dr  Alexander,  The  Firs,  Broxburn,         .  .  .  1906 

Scott,  Dr  T.  R.,  13  High  Street,  Iilusselburgh,  .  .  1880 

Secord,  Dr  E.  R.,  112  Market  St.,  Brantford,  Ontario,  Canada,  1902 

Selkirk,  Dr  W.  J.  Burns,  3  Bavswell  Road,  Dunbar,  .  .  1912 

425         Shannon,  Dr  David,  270  Bath  Street,  Glasgow,  .  .  1910 

Shaw,  Dr  C.  J.,  Argvlc  and  Bute  Asylum,  Lochgilphead,         .  19C3 

Shearer,  Dr  Alfred!  The  Bank,  Newtown,  N.  Wales,  .  .  1898 

Sibbald,  DrT.  R.  S.,  Stanley,  Perthsliire,        .  .  .  1912 

Silberbauer,  Dr  Stanlev  F.,  Provincial  Chambers,  14  Kcerom 

Street,  Cape  Town,  South  Afric;),  .  .  .  .  1912 

430         Simpson,  Dr  Archibald,  16  Swan  Hill,  Shrewsbury,     .  .  1906 

Simpson,  Dr  F.  D.,  9  Hampton  Terrace,  .  ..  .  1900 

Slight,  Dr  J.  D.,  163  London  Road.  Leicester,  .  .  1898 

Sloan,  Dr  Allen  T.,  22  Abercromby  Place,         .  .  .  1893 

Sloan,    Dr  S.,  5  Somerset  Place,   Sauchiehall    Street,    West, 

Glasgow,      ....  .  .  1887 

435         Smart,  Dr  David,  74  Hartington  Road,  Sefton  Park,  Liverpool,  1882 
Smith,  Dr  G.  H.  Walton,  Pendower,  Oxford  St.,  Paddington, 

Sydney,  Australia,  ......  1892 

Smith,  Dr  Gains  T.,71  Church  Street,  Moncton,  New  Brunswick, 

Canada,      .  .  .  .  .  •  •  1891 

Smith,  Dr  James,  4  Brunton  Place,       ....  1891 

Smith,  Dr  John,  Kirk  Wvnd,  Kirkcaldy,  .  .  .  1885 

440         Smith,  Dr  W.  Ramsav,  Central  Board  of  Health,  Adelaide, 

South  Australia,  '  .  .  .  .  .  •  1892 

Smith,    Dr    W.   Torrance,    70    Woodlands   Road,    Aigburth, 

Liverpool,  .  .  •  •  •  •  •  1906 
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Sneddon,  Dr  Willinni,  Logan  Bank,  Cupar-Fife, 
Somerville,  Dr  C.  W.,  London  Mission,  Hankow,  China, 
Somervilie,  Dr  James  W.,  Tlie  Grange,  Galashiels, 

44  5         Spence,  Dr  John  W.  L.,  22  Pitt  Street, 

Stark,  Dr  J.  Nigel,  4  Newton  Phice,  Charing  Cross,  Glasgow, 
Stephen,  Dr  W.  A.,  Loftus-in-Cleveland,  Yorkshire,    . 
Stephenson,  Professor  AVm. ,  3  Rubishiw  Terrace,  Aberdeen, 
Steuart,  Dr  Murray  B.,  Oakley,  Kirkcudbright. 

450         Stevens,  Dr  John,  78  Polwarth  Terrace, 
Stewart,  Dr  A.  D.,  8  Brougham  Place, 
Stewart,  Dr  J.  S.,  13  Castle  Terrace,     . 
Stewart,  Dr  Peter,  The  Lindens,  Uphall, 
Stewart,  Dr  R.,  25  George  Square, 

455         Stewart-Sandeman,  Dr  Laura,  22  Waverley  Place,  Aberdeen, 
Stirling,  Dr  II.,  4  Atholl  Place,  Perth, 
Strain.  Dr  Arthur  C,  3  Clifton  Avenue,  West  Hartlepool, 
Stumbles,  Dr  H.  M.,  5  Wilbury  Gardens,  Hove,  Sussex, 
Sturrock,  Dr  J.  F.,  Arima,  Broughty-Ferry,     . 

460         Sullivan,  Dr  John,  Ochil  Hills  Sanatorium,  Milnathort, 
Tannahill,  Dr  W.  B.,  40  Margaret  Street,  Greenock,  . 
Taylor,  Dr  David  R.,  St  Helen's,  Ayton, 
Taylor,  Dr  William,  12  Melville  Street, 
Taylor,  Dr  W.  Macrae,  8  Melville  Street, 

465         Teacher,  Dr  Charles  C,  Ci'aigend,  North  Berwick, 
Temple,  Dr  G.  H.,  Ailanthus,  Weston-super-Mare, 
Tennant,     Dr     John,     89     Frodingham     Road,    Scunthorpe 
Doncaster,  ...... 

Thatcher,  Dr  C.  H.,  8  Melville  Crescent, 
Thatcher,  Dr  L.  H.  F.,  8  Melville  Crescent,    . 

470         Thin.  Dr  Robert,  25  Abercromby  Place, 

Thomas,  Dr  G.  Crewdson,  10  Chester  Square,  London,  S.W., 
Thompson,  Dr  F.  E.,  20  Park  Avenue,  Montreal,  Canada, 
Thompson,    Dr    Herbert    P.,     Beech    Lodge,     2    Esplanade 
Harrogate,  ...... 

Thompson,  Dr  James  L.,  Castlemaine,  Victoria,  Australia, 

475         Thomson,  Dr  A.  C,  11  Eyre  Place,  Edinburgh,  and  4  Burwoo 
Avenue,  Newington,  Dunedin,  New  Zt-aland, 
Thomson,  Dr  A.  D.  R.,  19  Bridge  Street,  Musselburgh, 
Thomson,  Dr  John,  14  Coates  Crescent, 
Thomson,  Lr  T.  J.,  3  Greenhill  Park, 
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Dr  Lamond  Lackie ;  Editor  of  Transactions,  Dr  James  Young ; 
Mcmhers  of  Council,  Dr  Haultain,  Sir  Halliday  Groom,  Dr 
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Ch.B.,  Stonefield,  Grantown-on-Spey;  Archibald  Alexander 
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IV.  Peesidential  Addeess. 

SOME  TWENTIETH-CENTURY  PROBLEMS  IN  RELATION 
TO  MARRIAGE  AND  CHILDBIRTH. 

By  James  Haig  Feeguson,  MD.,  F.R.C.P.,  F.R.C.S. 

Ladies  and  Gentlemen,  Fellow-members  of  the  Obstetrical 
Society, — In  opening  this  our  seventy-fourth  session,  with  the 
usual  presidential  address,  I  must  first  take  the  opportunity 
of  thanking  you  for  the  honour  you  have  done  me  in  electing 
me  to  this  position.  It  is  no  empty  honour  that  you  confer 
upon  your  President ;  and  unworthy  as  I  feel  myself  to 
be  of  your  trust,  yet  I  cannot  but  feel  stimulated  by  the 
confidence  you  have  reposed  in  me,  to  try  to  the  best  of 
my  humble  ability  to  serve  you  as  your  President,  and 
to  endeavour  to  discharge  faithfully  the  honourable  duties 
associated  with  the  post. 

It  becomes  increasiiigly  difficult  to  find  a  subject  on  which 
to  address  you  which  is  not  more  or  less  hackneyed.  I  have 
purposely  refrained  from  re-reading  our  former  presidential 
addresses,  for  two  reasons:  firstly,  that  such  a  study  would 
but  serve  to  intensify  my  own  feeling  of  insufficiency  (which 
is  strong  enough  as  it  is) ;  and  secondly,  that  it  would  make  it 
difficult,  in  attempting  to  avoid  repetitions  (which  there  are 
bound  to  be),  to  take  up  hopefully  any  line  of  thought ;  for  one 
would  be  certain  to  feel  that,  whatever  it  was,  it  had  already 
been  treated  of  in  a  much  abler  fashion. 

I  have  chosen  a  wide  subject  for  your  consideration  this 
evening,  hoping  that  all  of  you  may  here  and  there  find  some 
points  to  interest  you,  either  in  your  capacities  as  obstetricians 
and  gynaecologists,  or  in  a  still  wider  sense,  as  citizens  of  no 
mean  country. 

Life  for  all  of  us  contains  three  chief  adventures — very  great 
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adventures,  and  yet  most  absolutely  common.  Our  morning 
newspaper  presents  us  with  a  daily  record  of  them,  and  yet 
none  of  us  are  much  aroused  by  Births,  Marriages,  and  Deaths, 
unless  they  occur  in  our  very  close  environment. 

It  is  with  these  three  adventures  that  I  wish  to  deal — 
so  common  and  yet  so  all-important.  As  obstetricians  and 
gynaecologists  we  come  more  intimately  in  contact  with  Birth 
and  Marriage  (and  incidentally  with  Death)  than  almost  any 
other  section  of  the  community.  Most  intimately  do  we  come 
in  contact  with  the  fountain-head  of  life,  and  with  those  issues 
on  which  the  future  life  and  vigour  of  the  race  so  greatly 
depend. 

How  do  we  stand,  and  what  assistance  do  we  give  individu- 
ally and  collectively,  in  dealing  with  these  great  problems  ? 

Our  first  duty  may  be  supposed  to  be  the  safe  launching  of 
a  newcomer  on  the  troubled  sea  of  his  or  her  career.  True ; 
but  there  is  an  earlier  duty  still.  It  is  coming  to  be  more 
and  more  fully  recognised  that  the  months  before  birth  are  of 
the  greatest  possible  importance  to  the  infant.  Therefore  our 
first  obstetric  care  is  what  is  now  called  "  intra-uterine  pueri- 
culture, "  involving  the  endeavour  by  judicious  care  of  the 
mother  during  pregnancy  to  secure  the  best  possible  pre-natal 
influences,  and  a  resultant  child  whose  advent  will  be  an 
advantage  to  the  race,  and  not  an  encumbrance  or  a  danger 
to  it.  Not  only  must  pre-natal  influences  be  reckoned 
with  to  this  desired  end,  but  even  ante  -  nuptial  care  must 
be  considered  —  of  that,  however,  later.  Given  proper  pre- 
natal care,  we  have  a  diminution  in  prematurity,  an  increase 
of  weight  in  the  infant,  a  diminished  infantile  mortality 
during  the  first  ten  days  after  birth  (according  to  Bord(5e  only 
0'94:  per  cent.). 

Further,  rest  before  confinement,  good  food,  healthy 
surroundings,  and  avoidance  of  excitement,  seem  to  give  the 
mother    greater    vitality,    more    perfect    nutrition,    full-term 
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labours,  and  good  recoveries.  It  should  be  possible  to  secure 
all  these  advantages  for  every  mother  of  every  class;  mean- 
while that  seems  to  be  only  a  dream  of  the  future,  though 
experience  has  proved  from  the  data  obtained  in  pre-maternity 
Homes  that  the  above  results  can  be  secured  for  the  mothers 
of  illegitimate  children;  how  much  more,  then,  should  these 
advantages  be  obtainable  for  all  married  women. 

Moreover,  the  supervision  of  the  pregnant  woman  enables 
difficulties,  dangers,  and  complications  to  be  foreseen  and  in 
many  cases  prevented.  When  we  come  to  the  actual  birth 
itself,  the  management  thereof  by  competent  attendants 
secures  the  best  possible  results  for  both  mother  and  child,  for 
the  science  and  art  of  obstetrics  has  now  advanced  beyond 
the  empirical,  and  with  the  exception  of  that  dread  scourge, 
eclampsia  (though  even  it  can  be  dealt  with  by  preventive 
measures),  there  is  no  obstetrical  complication  which  cannot  be 
successfully  met,  if  it  is  only  recognised  in  time,  and  intelli- 
gently managed. 

The  mother's  life  and  health  are  of  course  the  primary  care 
of  the  obstetrician ;  and  though  it  may  seem  a  paradox,  it  may 
occasionally  happen  that  the  sacrifice  of  a  child  in  labour  may 
actually  result  in  a  saving  of  child-life,  as  the  resulting  healthy 
mother  is  a  potential  asset  for  the  production  of  more  children, 
or  for  the  successful  bringing-up  of  those  already  born. 

The  declining  birth-rate  and  its  amelioration  fall  to  be 
considered  under  the  heading  of  marriage.  Here  it  will  be 
convenient  to  consider  the  question  of  the  Endoivment  of 
Motherhood. 

As  I  said  before,  it  should  be  possible  to  secure  a  good 
prospect  of  successful  labour  and  of  health  for  the  child,  among 
all  the  poorer  classes.  Already  something  has  been  done 
towards  this  by  the  State  in  regulating  the  hours  of  women's 
work,  paying  for  medical  aid  during  confinement  under  certain 
conditions,  forbidding  industrial   labour   for   four  weeks  after 
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confinement,  and  securing  early  notification  of  births.  The 
institution  of  health  visitors  by  private  effort  has  been  of  great 
value  in  the  preservation  of  infant  life. 

The  National  Insurance  Act  has  recently  provided  a  small 
maternity  benefit  for  all  women  legitimately  or  illegitimately 
pregnant,  whose  incomes  or  whose  husbands'  incomes  are  less 
than  £160  a  year.  This  you  will  observe  includes  practically 
all  the  labouring  classes,  and  it  will  be  convenient  to  consider 
shortly  how  that  will  affect  the  women  themselves  and  those 
who  will  attend  them ;  how  this  new  arrangement  is  likely  in 
its  present  form  to  modify  or  interfere  with  existing  methods 
of  teaching,  and  to  forecast  its  effects  on  the  well-being  of 
those  who  will  follow  us. 

The  measure  enacts  that  the  woman  is  to  have  free  choice  of 
doctor  or  midwife  to  attend  her,  and  that  she  is  to  receive  a 
grant  of  30s.  as  a  maternity  benefit.  Suppose  she  has  to  pay 
the  doctor  £1,  and  a  midwife,  say,  10s.,  she  will  naturally  choose 
the  less  expensive  attendant,  so  as  to  have  as  much  money  over 
as  possible  for  other  purposes.  Doctors  will  therefore  mostly 
go  to  the  wall,  and  midwives  will  become  the  more  favoured 
attendant.  If  that  is  so,  the  dispensaries  will  cease  to  have  any 
midwifery  department;  yet  there  will  be  no  corresponding 
benefit  to  the  labouring  woman  in  a  city  like  Edinburgh,  if  you 
substitute  an  uninspected  midwife  for  the  supervised  and 
senior  dispensary  student. 

In  non-teaching  centres  the  maternity  endowment  may  be  a 
benefit  to  the  community  so  long,  but  only  so  long,  as  well- 
trained  and  supervised  midwives  are  available ;  but,  as  we  shall 
see  immediately,  it  is  doubtful  if  the  supply  can  be  kept  up, 
for  the  field  of  practical  teaching  is  likely  to  suffer  grievous 
curtailment. 

The  passing  of  the  obstetric  department  of  dispensaries 
cannot  but  be  regarded  as  serious,  especially  in  Edinburgh, 
where  it  has  been  the  means  of  turning  out  as  fine  a  set  of 
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obstetricians  as  have  ever  issued  from  any  school — cautious, 
self-reliant,  and  with  a  practical  experience  which  has  made 
them  a  valuable  factor  in  every  quarter  of  the  globe.  This 
experience  has  in  no  sense  been  gained  at  the  expense  of  the 
dispensary  patients,  who  have  by  no  means  been  exploited  or 
have  suffered  injury  thereby.  On  the  contrary,  they  have 
received  such  attention  and  interest  as  many  private  patients 
might  envy.  On  the  least  suspicion  of  any  abnormality  or 
danger,  assistance  is  promptly  requested,  often  to  the  amuse- 
ment if  not  occasionally  to  the  annoyance  of  the  long-suffering 
"  chief,"  who  in  the  small  hours  of  the  morning  may  be  apt  to 
consider  his  pupil  over-anxious.  Let  us  beware,  however,  of 
quenching  youthful  enthusiasm :  long  may  it  flourish ! 

If  the  dispensaries  are  likely  to  suffer  from  the  Insurance 
Act,  how  will  its  provisions  affect  the  maternity  hospitals? 
So  far  as  one  can  gather  from  the  Memorandum  submitted  to 
the  Commissioners  of  the  National  Insurance  Act  by  the 
General  Medical  Council,  the  maternity  benefit  is  likely  to  do 
harm,  unless  (1)  the  Commissioners  can  see  their  way  to 
allowing  the  recipient  of  the  benefit  to  retain  part  of  it  for  her 
own  use,  if  she  goes  into  hospital  for  her  confinement;  and  (2) 
unless  they  will  agree  to  allow  attendance  by  a  senior  student, 
under  the  direction  of  the  medical  officer  in  charge,  to  be 
reckoned  as  attendance  by  a  medical  practitioner,  and  to  be 
equal  in  value  to  attendance  by  a  midwife.  (The  same 
principles  would  also  apply  to  dispensary  departments.) 

If  that  cannot  be  done,  then  undoubtedly  women  will  only 
avail  themselves  of  the  hospital  when  they  are  desperately  ill, 
and  there  will  be  no  adequate  experience  possible  for  the 
practical  training  of  either  students  or  nurses — normal  cases  heing 
absolutely  necessary  for  that  training.  Thus,  in  the  hasty  desire 
to  afford  the  people  all  possible  comfort  and  assistance  without 
sufficient  consideration  or  discussion  of  ways  and  means, 
present  efforts  seem  likely  to  make  it  impossible  that  future 
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generations  should  be  adequately  cared  for  at  all,  and  they 
may  well  arise  and  blame  us.  In  taking  thought  for  thijse  of 
our  own  time  we  must  do  nothing  to  prejudice  the  interests  of 
those  who  come  after  us.  As  Whetham  says: — "The  great 
danger  of  democracy  is,  that  more  even  than  in  other  forms  of 
government,  it  may  consider  reforms  too  exclusively  from  the 
point  of  view  of  the  immediate  comfort  (or  supposed  comfort) 
of  the  individual,  and  may  ignore  their  slow  but  irrevocable 
effect  on  the  inborn  character  of  future  generations.  All  the 
more  necessary  is  it  that  those  who  venture  to  assume  the 
heavy  responsibility  of  attempting  to  legislate  for  a  democracy 
should  understand  the  fundamental  problems  of  race,  on  which 
the  future  welfare  of  the  nation  depends." 

Hitherto  it  has  been  abundantly  proved  that  women  of  the 
working  class  are  benefited,  even  in  normal  cases,  by  going  to  a 
maternity  hospital  to  be  confined ;  still  more  so  when  complica- 
tions exist.  Now  it  is  very  easy  to  frighten  women  away  from 
maternity  or  any  kind  of  hospitals.  They  are  told  strange  and 
terrifying  tales  by  their  ignorant  neighbours  of  a  high  death- 
rate  and  other  supposed  dangers  of  the  hospital.  True,  the 
death-rate  is  sometimes  high,  but  not  among  normal  labours, 
nor  in  abnormal  cases  which  have  come  in  early  enough.  The 
death-rate  in  maternity  hospitals  is  extraordinarily  low 
considering  the  type  of  many  of  the  cases  sent  in.  Now,  so  far 
as  one  can  judge,  the  new  Act  in  its  present  form  will  tend  to 
increase  the  proportion  of  abnormal  cases  sent  in,  by  diminishing 
the  entry  of  normal  cases.  The  hospital  death-rate  will  in 
consequence  become  higher  still,  and  popular  opinion — that 
capricious  jade — and  never  so  capricious  as  when  uneducated, 
will  become  correspondingly  antagonistic  to  our  great  life- 
saving  institutions. 

Let  us  also  bear  in  mind  what  I  have  already  said,  that 
normal  cases  are  the  essential  backbone  of  practical  obstetric 
teaching. 
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The  difficulties  I  have  enumerated  seem  to  me  a  probable 
if  not  an  inevitable  result  of  the  new  Act  as  it  now  stands. 
Time  alone  can  show  what  advantages  may  accrue  from  it: 
there  seems  to  be  a  good  deal  of  room  for  doubt  as  to  the 
obstetric  aspect  of  the  question.  Provision  is  certainly  already 
made  that  if  in  the  opinion  of  the  local  authority  the  sanitary 
conditions  of  any  house  or  tenement  are  unsatisfactory,  the 
woman  may  be  ordered  into  hospital  for  her  confinement,  but 
in  how  many  cases  will  this  be  done  ?     But  few,  I  think. 

It  may  be  said — I  have  heard  it  said — that  it  is  very  hard 
on  a  poor  woman  that  she  must  become  material  for  teaching 
because  she  cannot  afford  to  pay  a  fee,  and  must  go  into 
hospital.  That  sounds  very  plausible,  put  thus ;  but  it  is 
forgotten  that  a  teaching  hospital  is  in  itself  a  guarantee  that 
the  very  best  skill  and  the  most  considerate  attention  are 
given  in  return  for  the  experience  obtained.  There  are  no 
severer  critics  than  pupil  nurses  or  students,  and  it  seems 
scarcely  necessary  to  elaborate  to  those  who  know  a  hospital, 
any  answer  to  such  a  criticism,  when  we  have  only  to  say  to 
those  who  speak  of  hardship :  Come  and  see  for  yourselves.  It 
is  only  ignorance  that  can  excuse  such  criticism.  The  second 
great  function  of  a  hospital,  after  securing  the  very  best  possible 
care  for  mother  and  child,  is  to  afford  the  practical  teaching  of 
the  art  of  midwifery.  The  interests  of  the  patients  are  primary, 
not  only  for  themselves  but  for  their  unborn  children,  and 
these  interests  in  no  way  suffer  (as  we  know)  if  we  combine 
their  own  personal  advantage  with  their  value  as  teaching 
material :  it  is  clear  that  these  two  aspects  are  not  antagonistic. 
That  being  so,  we  must  now  consider  our  duty  to  succeedmg 
generations.  If,  as  we  have  seen,  the  Insurance  Act  is  likely 
to  do  away  with  or  diminish  dispensary  teaching  then  it 
becomes  of  paramount  importance  to  see  that  maternity 
hospitals  are  not  also  interfered  with.  Their  continuation  is 
justified  both  on  the  ground  of  the  present  good  of  patients,  and 
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still  more  if  possible  by  the  needs  of  the  generations  to  come. 
"VVe  cannot  teach  nurses,  midwives,  or  students  without  popular 
maternity  hospitals,  well-filled  with  normal  cases.  How  is 
this  to  be  secured  ? 

To  make  a  hospital  popular,  it  must  be  abundantly  proved 
to  the  women  chiefly  concerned  that  it  is  to  their  interest  to 
go  into  hospital :  they  cannot  be  coerced  into  it.  It  seems  to 
me  that  the  question  is  now  mainly  one  of  pounds,  shillings, 
and  pence,  since  the  Insurance  Act  has  become  law.  If  the 
woman  sees  it  to  be  worth  her  while  financially  to  go  into 
hospital,  she  will  go.  In  a  sense,  the  hospital  will  be  competing 
with  the  doctor  and  the  midwife  for  each  patient.  Had  the 
competition  been  with  the  doctor  alone,  this  would  have  been, 
to  say  the  least  of  it,  rather  invidious  ;  but  the  midwife  falls 
also  to  be  considered,  and  she,  on  account  of  her  probable 
cheapness,  will  be  chosen  before  either  doctor  or  hospital. 
It  would  therefore  not  be  a  system  of  underselling  the  doctor, 
if  some  arrangement  can  be  come  to  with  the  hospital  and  the 
Insurance  Commissioners,  such  as  follows: — that,  say,  10s.  be 
paid  to  the  hospital  for  each  patient  (the  same  fee  as  the 
midwife),  and  that  on  her  leaving  the  hospital  at  the  end 
of  twelve  or  fourteen  days,  she  receives  the  balance  of  £1, 
either  directly  or  through  some  recognised  society.  It  may 
be  said,  Why  not  let  the  patient  have  the  whole  30s.  when 
she  leaves  the  hospital,  and  let  her  have  all  her  hospital 
attendance  free  ?  There  are  two  objections  to  this :  first,  that 
it  might  savour  of  bribery  and  corruption  on  the  part  of  the 
hospital ;  and  secondly,  it  must  not  be  forgotten  that  charitable 
subscriptions  to  hospitals  will  be  considerably  diminished  as 
the  result  of  the  Act,  and  the  hospital  will  stand  in  need  of 
a  quid  pro  quo  to  make  up  for  this,  which  may  possibly  pave 
the  way  to  national  endowment. 

It  must  also  be  borne  in  mind  that  during  the  time  the 
mother  is  laid  aside,  some  one  must  look  after  her  house  and 
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possible  other  children,  whether  she  is  in  hospital  or  stays  at 
home.  The  midwife  may  in  many  cases  do  a  certain  amount 
of  this  domestic  work  in  addition  to  her  purely  professional 
services  if  the  patient  remains  at  home,  though  she  viiijht 
exact  a  further  payment  for  so  doing.  If  the  patient  is  in 
hospital,  such  payment  will  certainly  be  exacted  by  the 
temporary  housekeeper,  if  no  daughter  or  other  near  relative 
is  available.  To  sum  up : — it  is  the  duty  of  the  medical  pro- 
fession alike  in  the  interests  of  present-day  mothers  and 
children,  and  of  those  of  succeeding  generations,  to  encourage 
women  of  the  working  classes  (especially  the  poorer  members) 
to  go  to  a  maternity  hospital  for  their  confinement.  By  so 
doing  we  shall  be  encouraging  motherhood  by  diminishing  the 
risks  incidental  to  childbearing,  and  we  shall  diminish  infantile 
mortality.  We  shall  also  thereby  secure  the  adequate  training 
of  doctors,  nurses,  and  mid  wives  for  those  who  will  follow  us, 
and  for  whom  we  shall  be  surely  held  responsible. 

But  obstetrics  will  not  suffer  alone,  if  adequate  arrange- 
ments are  not  made :  all  medical  teaching  will  likewise  be 
affected.  Not  only  has  obstetrics,  after  a  long  and  hard 
struggle,  gained  the  position  it  now  occupies  on  a  level  with 
the  sister  branches  of  medicine  and  surgery,  but  its  art,  as 
ever,  remains  the  backbone  of  general  practice,  as  it  is  the 
backbone  of  the  country. 

Surely,  then,  those  who  supply  the  means  of  continuing  the 
race,  and  of  continuing  it  as  healthily  as  possible,  are  worthy 
of  honour,  and  not  of  contempt!  I  would  put  good  mothers 
first,  and  good  obstetricians  and  nurses  a  close  second  in  this 
roll  of  honour ;  fathers  are  sometimes  only  bad  thirds  I 
Having  done  my  best  to  magnify  (not,  I  hope,  unduly)  this  part 
of  our  office,  and  to  indicate  how  it  seems  well  in  our  present 
circumstances  to  provide  for  its  right  continuance  and  effectual 
working,  let  us  pass  on  to  the  second  great  adventure  in  life 
which  concerns  us,  and  come  to  Marriage. 
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Now,  to  obtain  marriage  under  its  best  conditions,  indi- 
viduals must  be  trained  physically,  mentally,  and  morally,  to 
meet  its  duties  and  responsibilities,  and  learn  to  safeguard 
jealously  all  that  is  sacred  and  noble  therein.  It  is  with  this 
question  that  eugenics  is  now  occupying  itself  so  much;  and 
although  it  is  still  to  a  great  extent  in  the  speculative  stage, 
it  is  helping  us  to  direct  more  attention  to  the  advancement 
of  the  interests  of  those  who  will  succeed  us,  and  is  doing 
yeomen  service  in  combating  the  prevailing  selfishness  of  the 
times  by  emphasising  the  fact  that  no  man  liveth  unto  himself, 
and  no  man  dieth  unto  himself.  Whetham  and  others  indeed 
question  whether,  with  regard  to  the  treatment  of  certain 
ailments,  we  are  justified  in  attempting  too  strenuously  to 
prolong  existence  for  those  who  may  thereby  be  enabled  to 
hand  on  an  inheritance  of  disease.  This  of  course  opens  up 
a  delicate  ethical  question.  But  even  though  we  are  inter- 
fering by  our  modern  treatment  with  Nature's  method  of 
elimination  of  bad  stock,  yet  it  is  perfectly  clear  to  my  mind 
that  it  is  our  bounden  duty  to  preserve  life  at  all  costs,  and 
that  every  effort  must  be  made  to  keep  alive  every  child  born 
into  the  world,  however  tainted  its  body  or  mind  may  be. 
What  we  aspire  to  is  to  have  only  children  of  good  stock,  and 
that  is  the  justification  of  eugenics  in  these  latter  days. 
Major  Leonard  Darwin  has  said  that  heredity  should  be  the 
guiding  star  of  eugenics ;  and  Sir  Francis  Galton  defines  the 
term  eugenics  as  derivatively  signifying  "good  in  stock, 
hereditarily  endowed  with  noble  qualities."  It  was  Galton 
himself  who  introduced  the  word  eugenics  "  to  express  the 
science  of  improving  stock,  which  is  by  no  means  confined 
to  questions  of  judicious  mating,  but  which,  specially  in  the 
case  of  man,  takes  cognisance  of  all  influences  that  tend,  in 
however  remote  a  degree,  to  give  to  the  more  suitable  races 
or  strains  of  blood  a  better  chance  of  prevailing  speedily 
over  the  less  suitable,  than  they  otherwise  would  have  had." 
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Or  in  other  words,  eugenics  "  is  the  study  of  agencies  under 
social  control,  that  may  improye  or  impair  the  racial  quali- 
ties of  future  generations  either  physically  or  mentally" 
(Galton). 

Xow  the  ideal  conditions  racially  for  marriage  are — 

Good  physical  health ; 

Steady  mental  balance; 

Pleasing  exterior  (beauty  if  possible) ; 

and  above  and  beyond  all  these — 

Beavty  of  Character. 

Society,  however,  cannot  be  organised  on  the  principles  of 
a  stud-farm,  though  some  extreme  scientists  would  seem  to 
adumbrate  such  a  possibility !  The  root  of  the  matter  is  to  be 
found  in  the  suitable  training  of  individuals  for  their  racial 
duty.  This  training  for  each  individual  child  begins  with  the 
first  breath  it  draws.  The  ideal  conditions  for  its  mental  and 
bodily  development  are  that  it  should  have  healthy,  wise,  and 
just  parents,  good  sanitary  surroundings,  and  plenty  of  fresh 
air,  with  as  many  brothers  and  sisters  as  are  reasonably 
possible.  With  school  life  begins  the  great  crux :  everyone 
will  admit  that  under  the  present  conception  of  education 
pre-existing  custom  has  far  too  great  a  say  in  the  matter,  and 
that  education  can  only  truly  be  thus  named  when  each 
individual  is  stimulated  to  the  fullest  possible  production  of 
the  best  he  can  offer,  instead  of  being  rigidly  cut  to  pattern 
and  forced  into  a  square  hole  when  he  really  is  a  round  button. 

Then  comes  adolescence,  with  its  dangers  and  temptations. 
To  enable  individuals  to  meet  these  with  the  least  resultant 
danger  to  themselves  and  to  the  community,  frankness  of 
instruction  combined  with  delicacy  of  handling  is  the  true 
solution  of  many  difficulties,  and  the  parents  ought  to  be  the 
best    teachers.     Failing   them,  there   should    be    some   means 
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provided  whereby  all  men  and  women  can  obtain  healthy 
information  about  themselves  and  their  present  and  future 
duties  without  offence  to  right-minded  delicacy  of  feeling. 
My  firm  belief  is  that  if  a  woman  goes  to  meet  marriage  with 
a  clear  idea  of  what  is  required  of  her  mentally,  morally,  and 
physically,  there  is  not  much  likelihood  of  shipwreck.  I  am 
not  here  to  deal  with  men,  but  I  must  just  add  that  until  men 
approach  the  same  question  from  a  similar  standpoint,  there 
can  be  no  real  hope  of  race  regeneration. 

As  Newsholme  remarks,  there  should  be  definite  teaching 
as  to  the  privilege  of  parenthood.  There  are  great  possibilities 
in  this  matter  for  future  educational  work,  and  the  moulding 
of  public  opinion.  I  would  add  that  women  have  tremendous 
powers  for  good  or  evil  in  this  respect — probably  more  so  than 
men.  And  therefore  special  attention  should  be  given  to 
teaching  them,  and  more  especially  the  poorest  girls  in  our 
cities  and  slums. 

Euskin  never  wrote  truer  words  than  those:  "The  object 
of  true  education  is  to  make  people  not  merely  do  the  right 
things,  but  enjoy  the  right  things." 

While  on  the  subject  of  education,  there  is  one  part  of  it  on 
which  1  should  like  to  touch  before  passing  further,  and  that 
is,  the  physical  and  mental  overstrain  of  our  present  system  of 
education  on  girls,  which  I  am  glad  to  see  is  being  at  last 
considered  by  the  Board  of  Education.  I  am  not  so  much 
concerned  with  what  is  taught  (though  that  might  be  usefully 
criticised)  as  with  the  conditions  under  which  the  education  is 
given.  These  difficulties  have  in  my  opinion  arisen  since  the 
passing  of  the  Education  Act  of  1870,  with  its  provisions  for 
uniformity  and  the  hustling  of  children  en  masse  through  the 
various  arbitrary  standards  which  it  has  set  up.  I  think  there 
can  be  no  doubt  that  this  has  had  a  bad  effect  on  many  of 
the  women  who  have  been  educated  under  this  system.  No 
attention  has  been  paid  by  the  teachers  to  the  physiological 
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changes  through  which  every  girl  has  to  pass  at  puberty.  The 
result  is  that  the  pelvic  organs,  being  the  last  to  develop,  are 
handicapped  just  at  the  most  critical  time,  and  the  woman 
never  reaches  a  normal  condition  in  her  adult  life.  This  has 
strongly  impressed  itself  upon  me  in  my  professional  expe- 
rience. In  the  evidence  given  on  this  subject  last  year  before 
the  consultative  committee  on  Examinations  in  Secondary 
Schools,  Mrs  Scharlieb  (one  of  the  witnesses)  has  spoken  with 
no  uncertain  voice.  She  says  examinations  for  girls  were  too 
frequent  and  too  competitive.  The  removal  between  the  ages 
of  14  or  15  and  18  of  this  constant  preparation  for  examina- 
tions would  result  in  a  much  stronger  race  of  women.  "  The 
results  of  the  strain  not  only  interrupted  and  damaged  the 
school  career  of  these  girls,  but  also  injured  them  afterwards, 
and  they  did  not  get  on  so  well  as  young  married  women." 
Mrs  Scharlieb  suggests  that  examinations  should  not  be 
competitive;  that  there  should  be  one  qualifying  leaving 
examination  at  the  end  of  school  life,  with  possibly  one  other 
examination  about  the  middle.  This,  I  consider,  is  putting  the 
matter  very  moderately. 

As  regards  what  is  taught  to  girls,  I  should  just  like  to  say 
that  domestic  duties  should  form  a  greater  element  in  their 
education.  I  shall  merely  quote  two  extraordinary  instructions 
that  were  passed  recently  on  the  same  day  by  a  school  board, 
which  speak  for  themselves.  The  first  forbade  the  parents  to 
keep  elder  girls  at  home  and  away  from  school  in  attendance 
on  their  mothers  for  two  or  three  weeks  following  childbirth 
(threatening  defaulters  with  the  heaviest  penalties  of  the  law). 
The  second  recommended  the  purchase  of  full-sized  dolls  and 
complete  layettes,  as  part  of  the  school  equipment,  in  order 
to  accustom  the  elder  scholars  to  the  care  and  protection  of 
infant  life  ! 

We  are  all,  I  am  sure,  convinced  that  reorganisation  of 
many  matters  affecting  the  bulk  of  human  beings  will  have  not 
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ouly  to  be  dreamed  of,  or  even  partially  carried  into  effect,  but 
thoroughly  and  efficiently  organised,  before  any  real  ameliora- 
tion even  of  environment  can  take  place.  The  only  way  by 
which  to  achieve  such  reformations  is  to  succeed  in  interesting 
individuals  themselves  in  their  own  amelioration  and  that  of 
their  surroundings ;  to  realise,  in  fact.  Browning's  conception : 

"A  people  is  but  the  attempt  of  many 
To  rise  to  the  completer  life  of  one  ; 
And  those  who  live  as  models  for  the  mass 
Are  singly  of  more  value  than  they  all," 

The  improvement  of  surrounding  conditions  is  only  one  factor 
in  the  desired  improvement,  and  the  weight  of  its  influence  is, 
according  to  Whetham  {Heredity  and  Society),  not  considered 
to  be  hereditary;  for  though  the  offspring  of  those  whose 
environment  has  been  improved  may  be  physically  bettered 
thereby,  they  do  not  necessarily  inherit  (except  in  exceptional 
cases)  either  the  desire  to  remain  in  improved  surroundings  or 
to  strive  for  still  better  ones. 

The  matter,  consequently,  is  hardly  so  simple  as  the  late 
Professor  D,  J.  Cunningham  thought,  when,  in  speaking  of 
physical  fitness,  he  said  :  "  To  restore,  therefore,  the  classes  in 
which  this  inferiority  exists  to  the  mean  standard  of  national 
physique,  all  that  is  required  is  to  improve  the  conditions  of 
living,  and  in  one  or  two  generations  the  ground  that  has  been 
lost  will  be  recovered." 

In  a  recent  review  by  Tredgold,  the  present  position  of 
matters  has  been  fairly  put.  He  points  out  "  that  the  funda- 
mental cause  of  national  success  or  failure,  progress  or 
decadence,  survival  or  extinction,  lies  not  in  a  nation's  wealth, 
its  culture,  its  trade,  its  government,  laws,  religion,  or  social 
institutions — for  these  are  but  a  means  to  an  end-^but  in  the 
potentiality  for  development,  in  the  vitality  and  state  of  health, 
in  what   may  bo   termed    the   Biological  fitness  of  the   people 
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themselves."  The  death-rate  has  sunk  from  21-4  per  1000  in 
1861-65,  to  about  15  per  1000  in  1911,  not  because  the  nation 
is  more  resistant  to  disease,  but  because  modern  science  and 
skill  have  done  so  much  to  combat  disease  and  death. 

"Still  in  spite  of  the  diminished  death-rate  and  of  the  lessened 
prevalence  of  some  diseases  the  average  rate  of  illness  has  been 
steadily  increasing  for  the  last  two  generations,  as  witness  the 
returns  of  the  leading  friendly  societies." 

As  already  indicated,  the  essential  feature  of  modifications 
produced  by  environtTuint  is  their  non-transmissihiliiy ,  while  the 
■essential  characteristic  of  germinal  'peculiarities  is  their  trans- 
missihility.  In  the  great  majority  of  cases,  as  Tredgold  points 
out,  the  adverse  and  inhibitory  effect  of  environment  would 
appear  to  be  limited  to  the  individual :  an  adverse  environment 
exerts  a  transitory  influence  only  ;  as  soon  as  it  is  removed,  the 
development  of  the  germ-cell  proceeds  in  a  normal  manner. 
Is  the  retrogression  of  the  race  in  this  country,  he  asks,  due  to 
germinal  and  transmissible  conditions,  or  to  faulty  environment 
which  is  non-transmissible  ?  It  is  probably  mainly  the  former. 
"  Recent  social  reforms,  philanthropy,  etc.,  have  no  doubt 
benefited  the  biologically  fit,  but  they  have  still  more  benefited 
the  biologically  unfit.  This  is,  of  course,  as  it  should  be  ;  but  it 
brings  with  it  difficulties  for  the  future,  as  it  enables  the 
biologically  unfit  to  continue  to  propagate  degenerates,  and  by 
mating  in  some  cases  with  healthy  members  of  the  community 
to  drag  fresh  blood  into  the  vortex  of  disease."  One  of  the 
most  pressing  problems  of  the  day  is  that  of  the  care  and 
control  of  the  mentally  defective.  There  are  three  bills  before 
Parliament  dealing  with  this  question  at  the  present  time,  and 
there  is  no  doubt  that  the  country  is  beginning  to  be  fully 
alive  to  the  importance  of  the  question.  "  If  the  shoulders  of 
the  fit  could  be  lightened  of  the  ever-increasing  burden  of 
supporting  the  unfit,  which  now  falls  upon  them,  the  fit  would 
have  larger  families."     It  is  to  be  hoped,  therefore,  that  as  a 
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result  of  the  bills  in  Parliament,  and  the  recent  first  Inter- 
national Eugenical  Congress,  that  more  attention  will  be  paid 
to  Eestrictive  Eugenics,  which  would  undoubtedly  result,  if 
not  in  an  actual  increase  in  births  of  the  right  sort,  at  least  in 
an  improvement  in  quality  of  the  existing  birth-rate. 

"  The  object  of  eugenics  is  the  furtherance  of  the  progress 
and  happiness  of  the  race  by  encouraging  the  breeding  of  the 
biologically  fit,  and  discouraging  or  preventing  the  breeding 
of  the  biologically  unfit.  The  eugenist  has  no  quarrel  with 
those  who  seek  to  improve  the  environment  of  the  community. 
This  will  always  be  a  help,  but  no  possible  betterment  of 
surroundings  can  serve  to  eradicate  existing  degeneracy  which 
has  been  hereditarily  acquired." 

Eugenics  has  two  aspects,  therefore — "Restrictive"  or  the 
prevention  of  the  propagation  of  the  unfit;  and  "  Constructive"' 
or  the  encouragement  of  the  propagation  of  the  fit. 

This  seems  to  offer  some  solution  of  the  present  serious 
factor  in  the  condition  of  our  nation,  namely,  the  diminishing' 
hirth-rate  among  the  successful  classes  in  all  ranks  of  life. 
Whetham  says:  "The  thrifty,  skilled  artisan,  the  prominent, 
professional  man,  the  landowner  of  good  family,  have  all 
halved  their  output  of  children  in  the  last  40  years."  In  1876 
the  average  birth-rate  in  Great  Britain  was  something  like 
36  per  1000  of  the  population;  from  then  it  has  steadily 
diminished,  and  in  1910  it  had  sunk  to  about  25  per  1000. 
The  average  number  of  children  to  each  fertile  marriage 
before  1870  was  5-2,  whereas  it  had  sunk  to  3-1  by  1890. 

In  a  confidential  census  by  Sidney  Webb  taken  among 
the  class  of  intellectuals,  the  average  number  of  children  to 
each  marriage  was  considerably  under  tioo.  A  special  inquiry 
among  thirty  marriages  recorded  in  Who's  Who  and  the 
Landed  Gentry,  among  families  known  to  be  Eoman  Catholics, 
gave  an  average  of  6-6  children  to  a  marriage  in  thfe  period 
from  1871  to  1£90.     The  significance  of  this  lies  in  the  fact  that 
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the  Eoman  Church  is  known  to  discountenance  any  artificial 
restriction  in  the  number  of  children  in  a  family.  I  would 
also  point  out  that,  notwithstanding  all  the  persecutions  and 
troubles  which  it  has  been  condemned  to  suffer  for  centuries, 
the  little  Jewish  people  has  maintained  itself  and  has  increased, 
simply  because  it  has  always  considered  marriage  as  a  primary 
duty  of  mankind,  and  because  it  has  maintained  and  still 
maintains  the  family  ideal. 

"We  are  forced,  therefore,  to  recognise  what  no  medical 
man  of  any  experience  has  failed  for  many  years  to  suspect, 
that  the  main  decline  in  the  birth-rate  is  due  in  great,  and 
probably  in  increasing  measure,  to  voluntary  causes.  Sterile 
marriages  and  small  families  may,  of  course,  always  occur  from 
unavoidable  or  so-called  natural  causes  (or  from  carelessness 
during  early  married  life).  So  far  as  can  be  gathered,  however, 
there  has  been  no  great  increase  in  sterile  marriages  during  the 
last  forty  years,  whereas  there  has  been  quite  an  abnormal 
increase  in  the  number  of  small  families.  All  the  available 
data,  therefore,  tend  to  confirm  the  lamentable  fact  that  our 
diminished  birth-rate  is  chiefly  due  to  deliberate  and  voluntary 
arrangement  on  the  part  of  individuals — too  often,  alas!  to 
gratify  the  desire  for  the  pleasures  of  society  and  self -gratifica- 
tion, at  the  expense  of  healthy  and  rational  life.  This  is  by  no 
means  a  state  of  matters  of  recent  development,  as  some  seem 
to  think,  but  it  is  only  comparatively  recently  that  artificial 
restriction  has  become  so  general  in  this  country.  Juvenal  in 
90  A.D.  describes  the  women  of  the  Eoman  aristocracy  as  being 
adepts  in  the  arts  of  miscarrying  and  barrenness. 

Dryden,  in  his  translation  of  Juvenal,  says  : 

"  You  seldom  hear  of  the  rich  mantle  spread 
For  the  Babe  born  in  the  Great  Lady's  bed. 
Such  is  the  pow'r  of  Herbs  ;  such  arts  they  use 
To  make  them  barren,  or  their  fruit  to  lose." 

One   can   understand   and   sympathise   with   parents  with 
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small  incomes  trying  to  give  the  very  best  education  they  can 
afford  to  their  children,  and  arguing  that  what  they  could 
manage  for  one  or  two,  could  nob  be  achieved  for  a  larger 
number.  If  it  is  really  a  question  of  quality  before  qvantity, 
there  might  be  more  to  say  for  such  an  attitude ;  but  I  think 
the  lessons  to  be  learned  from  life  are,  that  within  certain 
limits,  quality  is  often  determined  by  quantity  in  families,  and 
that  the  best  and  most  progressive  all-round  results  as  regards 
individuals  spring  from  Nature's  arrangements,  and  not  from 
those  of  art  or  design. 

In  1798,  Malthus,  from  an  imperfect  knowledge  of 
economics,  stated  that  population  always  tended  to  outrun  its 
means  of  subsistence,  and  could  only  be  checked  by  famine, 
pestilence,  or  war.  While  this  was  true  to  some  extent  as 
regards  primitive  or  savage  man,  it  is  not  true  in  our  modern 
industrial  period. 

Henry  George  has  said:  "The  increase  of  man  involves 
the  increase  of  his  food.  Formerly  in  the  United  States  there 
were  only  a  few  hundred  thousand,  now  forty-five  or  more  millions, 
but  there  is  no  difficulty  in  providing  the  food,  which  did  not 
bring  the  men,  but  the  men  it.  The  substances  which  form 
man's  food  have  the  power  to  reproduce  themselves  some 
billion-fold  more  than  man  himself  has." 

Professor  Abbott,  in  his  Social  Life  in  Ancient  Rome,  has 
recently  given  us  some  interesting  comparisons  between  the 
modern  American  and  the  ancient  Eoman  workman.  The 
former  receives  about  nine  times  the  wage  the  Eoman  did,  and 
the  cost  of  the  necessaries  of  life  is  only  about  thrice  as  great. 

There  can  be  no  question  that  the  so-called  wise  regulation 
of  the  birth-rate  advocated  openly  by  so  many  apostles  would, 
if  generally  adopted,  lead,  as  Professor  Flint  has  said,  to  the 
most  shocking  demoralisation  of  all  classes.  Malthus  would 
himself  have  disowned  the  neo-Malthusian  league.  I  much 
fear  that  the  good  of  the  State  or  of  society  does  not  enter  into 


MAllEIAGE   AND    CHILDBIRTH,   BY   DR   J.   HAIG   FERGUSON.      21 

the  question  at  all  in  the  present  day.  The  whole  system  has 
in  many  cases  its  root  and  origin  in  pure  and  unadulterated 
selfishness,  and  in  undenying  self-gratification  (Strahan). 

One  cannot  shut  one's  eyes  to  the  fact  that  it  is  becoming 
increasingly  common  for  women  to  discuss  such  matters  as  the 
possible  prevention  of  conception,  with  each  other  and  with 
doctors.  Not  many  years  ago  few  women  would  have  cared  to 
do  so,  but  now  even  not  a  few  newly-married  women  do  not 
hesitate  to  proclaim  their  views,  and  while  willing  to  enter 
upon  marriage  declare  their  determination  to  have  no  family. 
Selfishness  and  a  morbid  fear  of  pregnancy  and  labour  are,  alas, 
too  common  in  our  midst,  and  it  behoves  us  to  see  how  far  we 
are  to  blame  in  the  matter,  and  what  we  can  do  to  counteract 
these  tendencies,  which  are  undoubtedly  increasing.  These 
evils  society  has  come  by  degrees  to  tolerate  and  even  to  look 
upon  with  favour,  which  would  formerly  have  been  scouted 
with  abhorrence.     Truly,  familiarity  breeds  contempt. 

As  Jules  Simon  has  said  of  France  {where  the  deaths  last  year 
exceeded  the  births) :  "  Our  families  are  dwindling  away,  our 
country  is  dwindling  with  them,  our  race  is  doomed.  But,  to 
be  sure,  we  shall  be  able  to  afford  a  luxurious  burial."  And  yet, 
as  Bertillon  remarks,  "France  is  rich  enough  to  feed  her  children." 
We  are  told  that  Malthus  was  really  the  great  precursor  of 
modern  pessimism,  and  that  his  fatalism  knew  no  limits.  It 
cannot  be  said  that  doctors  are  as  a  rule  pessimists  or  fatalists, 
and  it  is  therefore  not  extraordinary  to  observe  the  formation 
of  a  strong  current  of  medical  opposition  to  the  outcome  of 
Malthus'  teachings,  which  I  am  glad  to  think  is  increasing, 
strongly  protesting  against  methods  whose  principles  if 
imiversally  carried  into  effect  would  change  matrimony  into  a 
monogamic  form  of  prostitution,  and  would  gradually  lead  to 
the  weakening  of  social  relations  and  the  degradation  of  the 
moral  sentiments  (Francesco  Nitti).  One  is  also  glad  to  see 
that  some  of  the  outstanding  apostles  of  the  neo-Malthusian 
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crusade  appear  to  have  become  dismayed  at  the  effects  pro- 
duced by  their  own  propaganda,  and  some  of  them  even  wished 
to  withdraw  what  they  had  advocated. 

There  is  yet  another  side  to  the  adoption  of  the  neo- 
Malthusian  doctrine  which  we  should  do  well  to  consider,  and 
that  is  the  erroneous  standpoint  from  which  many  men  view 
the  married  state.  They  seem  to  consider  it  as  a  legal  means 
of  unlimited  self-indulgence  (again  a  monogamic  form  of 
prostitution),  totally  regardless  of  the  wishes  or  feelings  of 
their  wives,  In  order  to  combat  the  restriction  of  families  by 
the  indiscriminate  use  of  checks  to  conception,  which  we  all  so 
much  deplore,  continence  before  marriage  and  self-restraint 
after  it,  will  need  to  be  impressed  on  men  from  their  youth 
upwards  as  the  primary  simple  decencies  of  existence.  This 
brings  us  to  the  question  of  how  the  character  of  a  race  can  be 
modified  by  a  selective  birth-rate.  We  are  bound  to  admit 
with  Tredgold,  that  a  hardy,  efficient,  and  energetic  race  will 
live  and  create  surplus  wealth  in  conditions  where  a  less 
effective  population  would  starve.  As  Whetham  says,  a  weak, 
ineffective,  and  indolent  people  will  make  nothing  of  the  most 
lavish  natural  resources.  Unfortunately,  the  birth-rate  is 
highest  in  these  sections  of  the  community  which,  like  the 
feeble-minded  and  the  insane,  are  devoid  of  individual  person- 
ality; or,  like  many  of  the  unemployed  and  casual  labourers, 
seem  to  be  either  without  ideals,  or  without  any  method  of  express- 
ing them.  AVilliam  Farr's  words  are  as  true  to-day  as  when 
they  were  written  in  1851:  "The  idle  who  will  not  work,  the 
unskilful  who  cannot  work,  and  the  criminal  classes  who  cannot 
be  trusted,  are,  whether  numerous  or  few,  always  redundant." 
It  is  the  quality  of  the  population  that  is  of  importance. 

What  has  been  termed  the  Eugenic  century  on  which  we 
have  now  entered  has  got  this  problem  to  face  in  dealing  w4th 
the  personal  factor  on  which  the  future  of  the  race  so  greatly 
depends — the  mighty  force  of  parenthood  and  the  conditions 


MAERIAGE   AND   CHILDBIRTH,   BY   DR   J.    HAIG   FERGUSON.      23 

associated  therewith.  This  is  a  matter  intimately  affecting  us 
as  obstetricians,  and  will  claim  our  profound  attention  ere  long. 
There  can  be  no  question  but  that  the  State  is  vitally  concerned 
in — nay,  its  very  existence  depends  on — the  conditions  under 
which  infants  are  procreated,  born,  and  reared ;  and  it  is  to 
Societies  such  as  ours  that  the  nation  will  look  for  guidance 
and  advice  when  it  wakes  up,  as  it  is  gradually  doing,  to  the 
practical  importance  of  the  subject.  In  the  meantime  it  cannot 
be  too  fully  realised  that  all  the  resources  of  our  obstetric  art 
should  be  available  for  the  help  and  encouragement  of  those 
women  who  are  bravely  facing  their  duties  as  wives  and 
mothers,  and  by  so  doing  are  helping  to  stem  the  falling  birth- 
rate. We  must  see  to  it  that  by  all  means  in  our  power  we 
strive  to  rob  childbearing  of  its  dangers  and  anxieties.  By  so 
doing  we  shall  encourage  women  to  face  this  great  duty — this 
noblest  and  highest  duty — with  equanimity.  I  cannot  put  it 
better  than  by  quoting  a  recent  waiter's  words: — "It  is  now 
and  henceforth  our  duty  to  make  motherhood  a  safe  as  well  as 
a  supremely  honourable  and  honoured  profession." 

I  agree  with  Professor  Glaister  in  believing  that  "  the 
fertility  of  the  race,  if  unchecked,  is  as  strong  to-day  as  ever 
it  was,  and  that  parental  instinct  and  love  among  the  well- 
ordered  of  the  people,  are  not  less  keen  than  ever  before." 

We  now  come  to  the  third  adventure,  viz..  Death,  and  with 
it  Disease. 

What  are  some  of  the  means  at  our  disposal  as  obstetricians 
and  gynaecologists  to  combat  morbidity  and  to  avoid  early 
mortahty  ? 

It  is  peculiarly  appropriate  this  year — the  year  in  which  the 
whole  world  mourns  the  death  of  Lister — that  we  in  Edinburgh, 
where  so  much  of  his  pioneer  work  was  done,  should  reverently 
and  lovingly  recall  what  he  has  accomplished  in  diminishing 
the  morbidity  and  mortality  of  childbirth,  when  his  principles 
are  loyally  and  faithfully  carried  out  at  the  bedside.     One  would 
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associate  with  him  in  the  roll  of  honour  the  names  of  Pasteur, 
Semmelweis,  and  Oliver  Wendell  Holmes ;  but  it  is  to  Lister 
that  we  undoubtedly  owe  the  practical  application  of  the  great 
principles  which  have  robbed  childbearing  of  more  than  half  of 
its  dangers,  and  transcending  all  else,  have  thereby  rendered 
tremendous  service  to  the  most  valuable  asset  in  the  world — 
our  women  labouring  with  child.  Truly,  no  one  has  done 
more  for  obstetrics  and  for  gynaecology  than  that  gentle, 
unassuming,  sad-faced  man,  whose  work  has  revolutionised  the 
whole  world  of  medicine,  and  to  whom  our  women  in  a  special 
sense  have  daily  and  nightly  good  cause  (did  they  but  know 
it)  to  raise  their  peean  of  gratitude  for  the  unspeakable  debt 
they  owe  him,  and  will  continue  to  owe  him  in  ever-increasing 
degree,  to  all  time.  There  is  not  one  of  us  who  has  not  good 
reason  to  be  thankful  for  the  life  and  the  work  of  that  good 
man,  whose  name  to-day  is  honoured  and  blessed  from  end  to 
end  of  the  civilised  world  as  "the  greatest  benefactor  of  the 
human  race  of  whom  we  have  record."  If,  as  Goethe  puts  it, 
"  Death  is  a  commingling  of  Eternity  with  Time,"  then,  in  the 
death  of  a  man  like  Lister,  "  Eternity  is  seen  looking  through 
time." 

The  author  of  that  delightful  classic  the  Confessio  Medic% 
written  some  four  years  ago,  has  a  striking  passage  about  a 
special  privilege  that  is  enjoyed  by  any  doctor  who  holds  a 
Court  appointment.  If  he  is  on  his  way  to  the  Palace  and  his 
carriage  is  stopped  by  the  passing  of  the  Household  Cavalry,  he 
may  in  his  turn  stop  them  and  drive  straight  through  the  little 
procession.  "  I  think  we  may  imagine  with  reverence  an 
infinitely  more  impressive  scene.  It  is  no  earthly  troop  of 
cavalry  that  comes  rushing  on.  It  is  a  pale  horse,  and  his 
name  that  sat  on  him  was  Death,  and  this  pale  horse  and  its 
rider,  through  the  might  of  God's  spirit  granted  to  him,  Lord 
Lister  held  up,  and  stayed,  and  put  to  flight." 

But  if  this  is  true,  and  true  it  undoubtedly  is,  how  is  it, 
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may  we  ask,  that  our  death-rate  from  puerperal  fever  still  re- 
mains so  high  ?  We  all  agree  that  it  is  a  preventable  disease, 
and  we  see  that  in  maternity  hospitals,  septic  infection  is 
practically  abolished,  which  is  in  itself  a  marvellous  trans- 
formation, and  surely  a  justification  in  itself  for  the  successful 
continuance  of  maternity  hospitals.  In  general  practice,  how- 
ever, the  death-rate  (as  seen  by  the  accompanying  Tables  and 
Charts)  remains  much  as  it  was  in  Scotland.  Haultain  accounts 
for  this  in  spite  of  the  more  general  use  of  antiseptic  treatment, 
by  an  increase  of  germs  in  our  surroundings,  the  result  of  cen- 
tralisation in  our  cities  and  overcrowding,  and  adds  that  without 
antiseptics  the  results  would  have  been  tragic  to  contemplate. 

Dr  Chalmers,  Medical  Officer  of  Health  for  Glasgow,  states 
that  his  statistics  during  the  last  quinquennial  period  show  an 
increase  in  puerperal  fever.  This,  he  thought,  was  due  to  a 
more  rigid  interpretation  of  the  Notification  of  Births  Act.  The 
analysis  of  his  Tables  (VI.  and  VII.)  made  it  clear  that  puerperal 
fever  was  occurring  in  the  practice  of  midwives  and  nurses  at 
twice  the  rate  which  obtained  in  the  practice  of  qualified  practi- 
tioners when  they  had  charge  of  the  patients  from  the  beginning. 
This,  as  he  points  out,  is  a  strong  argument  in  favour  of 
having  the  Midwives  Bill  for  Scotland  placed  on  the  Statute 
Book  as  soon  as  possible.  Champneys  has  shown  that  in  1902, 
when  the  English  Midwives  Act  came  into  force,  the  death- 
rate  from  puerperal  sepsis  was  118  per  million  women.  In 
1907  it  fell  to  81  per  million,  showing  at  the  lowest  estimate 
(without  calculating  for  natural  increase  in  population)  that  in 
that  year,  621  women's  lives  were  saved  from  this  disease 
alone,  who  would  have  died  in  1902. 

There  can  be  no  doubt  that  if  the  modern  treatment  is 
conscientiously  carried  out  by  medical  practitioners,  nurses,  and 
midwives,  puerperal  fever  would  practically  cease  to  exist.  If 
the  future  makes  it  more  difficult  to  train  all  three,  is  this 
scourge  not  likely  to  increase  ? 
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In  view  of  the  fact  that  midwives  will  in  all  likelihood  be- 
come greatly  increased  in  Scotland  owing  to  the  provisions  of 
the  National  Insurance  Act,  it  behoves  us  to  take  active  steps 
to  see  that  they  are  properly  trained,  and  that  their  practice  be 
thoroughly  supervised  under  a  well-thought-out  Midwives  Act. 

It  will  be  seen  from  the  accompanying  charts  (most  of 
them  compiled  by  my  friend  Dr  Burnet)  that  since  the  Mid- 
wives  Act  came  into  operation  in  England  and  Wales  there 
has  been  a  substantial  diminution  of  the  death-rates  from 
"puerperal  sepsis"  and  "accidents  of  pregnancy  and  child- 
birth," and  that  the  diminution  in  the  death-rate  from  the 
former  has  been  greater  and  more  uniform  than  that  of  the 
latter.  No  doubt  the  "Early  Notification  of  Births  Act 
(1907)"  has  had  an  important  influence  also  in  the  same 
direction. 

Except  in  Glasgow,  there  are  no  reliable  statistics  avail- 
able to  show  the  proportion  of  cases  attended  by  midwives  and 
doctors  respectively.  Table  VIII.  gives  all  the  information  as  to 
this  I  have  been  able  to  procure.  In  Edinburgh  only  1"7  per 
cent,  of  the  total  births  are  said  to  be  attended  by  midwives 
(the  lowest  proportion  amongst  the  towns  in  Scotland),  but  I 
cannot  but  think  that  the  accuracy  of  this  figure  is  somewhat 
doubtful. 

The  nursing  element  is  therefore  becoming  an  increasingly 
important  factor  in  obstetrics.  We  have  at  present  better 
individual  nurses  than  we  have  ever  had,  but  we  want  more 
of  that  stamp  and  a  more  uniform  standard  of  excellency. 
I  do  not  say  that  we  can  possibly  get  better  nurses  than  many 
of  those  of  the  best  type  and  highest  accomplishments  whom 
we  all  know  both  in  hospital  and  in  private — women  on  whom 
the  highest  training  has  been  implanted  on  the  finest  natural 
qualifications,  and  whose  value  to  the  community  can  hardly 
be  overestimated.  These  are  the  kind  of  women  who,  along 
with  those  other  women  who  adopt  the  profession  of  mother- 
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hood  either  directly  or  as  foster-mothers,  are  the  real  bene- 
factors and  saviours  of  our  race.  In  many  quarters  it  is  the 
custom  to  look  down  on  the  obstetric  nurse,  and  judging  from 
some  of  the  specimens  of  so-called  midwives  one  sometimes 
sees,  one  can  hardly  wonder  at  the  low  estimate  in  which  some 
of  them  are  held.  If  any  real  progress  is  to  be  made  this  must 
be  all  changed.  We  want  the  best  women  for  obstetric  nurses 
or  midwives  (whichever  you  choose  to  call  them),  and  we  want 
them  trained  in  the  best  modern  obstetric  methods,  for  it 
cannot  be  fully  enough  realised  that  to  a  great  extent  "  they 
stand  at  the  very  foundations  of  national  well-being."  Given 
a  sufficiency  of  women  of  this  stamp  under  suitable  supervision, 
and  with  a  due  sense  of  their  responsibility,  who  would  be 
available  for  every  childbearing  woman  in  the  country, 
puerperal  morbidity  and  mortality  would  sink  to  a  minimum. 
The  diminishing  birth-rate  would  not  then  be  such  a  source  of 
anxiety  as  it  is  at  present,  owing  to  the  greater  saving  of  infant 
life  that  would  ensue.  In  other  words  we  would  get  results 
throughout  the  country  comparable  with  the  results  now 
obtained  in  our  maternity  hospitals.  It  would  be  greatly  by 
this  means  that  we  could  hope  to  attain  to  what  I  may  venture 
to  call  an  obstetric  millennium.  Of  course  there  are  other 
complications  besides  sepsis  to  be  considered ;  but  with  a  well- 
trained  phalanx  of  nurses  of  the  kind  I  have  indicated,  many 
more  of  these  complications  would  be  recognised  in  an  early 
stage,  and  skilled  assistance  obtained  for  their  successful 
treatment.  I  would  here  like  to  say  how  very  much  the 
type  of  the  Queen  Victoria  Jubilee  nurse  is  appreciated  in 
Edinburgh,  and  what  an  amount  of  good  she  has  done 
obstetrically  and  gyngecologically  throughout  the  country. 
A  Midwives  Bill  for  Scotland  could  not  do  bettter  than  aim 
at  securing  equal  competency  among  those  under  its  juris- 
diction, with  similar  discipline  and  supervision.  In  my  opinion 
it  should  be  made  a  punishable  offence  for  a  labouring  woman 
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not  to  have  a  competent  attendant;  the  pupils  of  teaching 
institutions  should  be  included  in  the  category  of  those 
qualified  to  attend. 

Under  the  present  provisions  of  the  Insurance  Act,  we  are 
placed  meantime  on  the  horns  of  a  dilemma,  for  we  are  faced 
with  the  prospect  in  Scotland  of  a  large  accession  of  midwives 
who  will  work  under  the  Act,  and  at  the  same  time  we  are 
threatened,  for  the  reasons  I  have  already  given,  with  the 
impossibility  of  adequately  training  them. 

I  have  already  referred  to  the  beneficial  effects  of  voluntary 
health  visitors  in  the  conservation  of  infant  life,  and  I  would 
again  impress  the  importance  of  the  supervision  of  midwives 
in  reducing  infant  mortality  and  ophthalmia  neonatorum.  To 
show  the  necessity  for  adequate  supervision,  I  would  just  quote 
from  a  recent  inspector's  report,  where  one  midwife  was  found 
to  have  a  pocket  in  her  obstetric  bag,  in  which  she  was  in  the 
habit  of  keeping  her  false  teeth  when  not  in  use ! 

"Without  entering  into  statistics,  it  is  safe  to  say  that  about 
60  per  cent  of  infantile  deaths  could  with  proper  care  be 
avoided.  In  Edinburgh  the  infantile  mortality  was  115  per 
1000  births  in  1911  (in  Glasgow  for  the  same  year  136  per 
1000  birihs),  and  according  to  competent  authorities  it  need 
never  exceed  50  per  1000,  as  in  the  meantime  an  almost 
irreducible  minimum,  chiefly  the  result  of  immaturity.  As  a 
medical  officer  of  health  has  recently  said : — '•'  If  such  mortality 
were  to  take  place  among  lambs,  a  Eoyal  Commission  would  be 
appointed  and  measures  would  be  adopted  for  preventing  such 
an  unnatural  mortality.  Lambs,  however,  are  frequently  worth 
50s.  each  when  six  months  old :  apparently  babies  are  not." 
There  can  be  no  doubt  that  breast-feeding  is  surely  a  powerful 
measure  with  which  to  combat  infantile  death.  It  was  Marcus 
Aurelius  who  said  : — "A  woman  is  only  half  a  mother  to  have 
merely  home  a  child." 

No  reference   to  obstetrics  can  be  complete   without  some 
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mention  being  made  of  Sir  J.  Y.  Simpson's  epoch-making  dis- 
covery of  chloroform,  and  the  application  of  it  to  the  practice 
of  midwifery.  Dr  Haultain  so  fully  and  eloquently  dealt  with 
Simpson  last  year  in  his  valedictory  address,  that  a  passing 
reference  is  all  that  is  necessary.  Simpson  was  fully  persuaded 
of  the  truth  of  Bacon's  aphorism : — "  I  esteem  it  the  office  of  a 
physician  not  only  to  restore  health,  but  to  mitigate  pain  and 
dolours."  Eight  well  did  he  carry  out  these  principles,  and 
thereby  win  the  everlasting  gratitude  of  every  sufferer.  I 
wonder  how  many  of  our  younger  fellows  have  read  the 
collected  papers  of  Simpson  on  anaesthesia !  The  deep  re- 
search, the  ingenuity,  the  imperturl^ability  of  temper,  and  the 
thorough  refutation  of  (what  seem  to  us  nowadays)  the  extra- 
ordinary objections,  religious  and  otherwise,  raised  against  the 
humane  mitigation  of  "pains  and  dolours"  at  that  time,  fill  one 
with  admiration  for  Simpson's  genius  on  the  one  hand,  and 
amazement  on  the  other  at  the  narrow-mindedness  of  those 
who  should  have  known  better. 

It  is  interesting  to  note  that  local  anccsthesia  also  claimed 
Simpson's  attention  so  far  back  as  1848.  Whitridge  Williams 
has  recently  stated  that  in  certain  of  the  toxaemias  of 
pregnancy  such  as  the  toxic  variety  of  hyperemesis  gravi- 
darum, delayed  chloroform  poisoning  is  apt  to  occur  when 
chloroform  has  been  administered.  Be  this  as  it  may,  and  with 
this  possible  exception,  chloroform  is  ^:)ar  excellence  still  the 
best  anaesthetic  in  labour,  when  given  according  to  Simpson's 
directions. 

Almost  all  dreamers  who  have  been  obliged  to  watch  pain, 
have  from  time  to  time  wondered  if  any  psychological  method 
will  ever  be  discovered  for  the  transference  of  pain.  Think 
you,  would  there  be  much  vicarious  suffering  if  such  were  the 
case?  If  husbands,  for  example,  could  vicariously  suffer  the 
pangs  of  labour !  would  their  reply  not  be  like  that  of  the  old 
Quaker   lady    to    numerous    troubled    ones    who    sought   her 
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sympathy  and  advice  ? — "  My  dear,  I  am  so  sorry :  there  is 
nothing  I  would  not  do  to  ease  your  distress,  except 
take  it." 

The  puerperal  mortality  in  Scotland /rom  other  causes  than 
sepsis  (Chart  II.),  does  not  show,  unfortunately,  any  diminution. 
It  was  3-7  per  1000  births  in  1909,  and  3-9  per  1000  births  in 
1910,  the  highest  on  record  since  1855.  This  may  to  some  extent 
be  explained  by  the  increased  mortality  from  puerperal  convul- 
sions in  Scotland,  which  was  so  fully  gone  into  by  Sir  Halliday 
Groom  in  a  very  suggestive  paper  read  to  us  last  session,  and 
by  Dr  Haultain  in  his  presidential  address  two  years  ago. 

The  treatment  of  syphilis  with  Ehrlich's  salvarsan,  and 
its  greater  readiness  of  detection  by  Wassermann's  reaction, 
promise  in  time,  as  Max  Nordau  predicts,  to  make  this  pest,  one 
of  the  most  pernicious  to  the  species  in  civilised  countries,  as 
rare  as  leprosy,  which  in  the  middle  ages  was  likewise  a 
widely-spread  endemic  disease,  and  now  has  almost  disappeared 
from  Europe.  The  importance  of  this  obstetrically  and  in  the 
saving  of  infant  life  is  very  obvious. 

Following  on  the  lines  of  Ehrlich's  work  of  elaborating 
chemical  compounds  which,  when  introduced  into  the  body, 
select  and  kill  parasites  without  exerting  a  lethal  effect  on  the 
organs,  there  has  been  opened  up  a  new  field  in  the  chemo- 
therapy of  tumours.  The  recent  investigations  of  Neuberg, 
y^  Caspari,  and  Lobe  on  those  lines  in  the  treatment  of  cancer 
will  be  watched  with  the  greatest  interest.  It  looks  as  if  we 
may  be  on  the  eve  of  great  discoveries  in  this  direction.  It 
seems  to  me  that  it  is  in  the  region  of  bio-chemical  research 
that  we  are  to  look  for  further  advance  in  our  knowledge  and 
treatment  of  disease.  This  is,  however,  too  vast  a  subject  to 
speculate  on  now.  Czerny  has,  however,  recently  sounded  a 
timely  note  of  warning  that  it  is  hopeless  to  expect  any  method 
to  be  capable  of  influencing  the  course  of  cancerous  disease  in 
which  secondary  growths  have  appeared  in  the  internal  organs 
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and  where  marked  cachexia  has  supervened.  Early  diagnosis 
is  likely,  therefore,  to  be  no  less  important  in  the  future  than 
it  is  at  present. 

While  firmly  believing  that  as  years  go  by  gynaecology  will 
become  less  purely  a  department  of  surgery,  but  will  in- 
corporate more  medical  and  preventive  treatment  with  probably 
an  even  greater  measure  of  success,  yet  it  must  never  be 
forgotten  that  the  brilliant  position  gynaecology  now  occupies ' 
has  been  achieved  by  surgical  means,  and  it  is,  thanks  greatly  to 
gynaecology,  that  abdominal  surgery  has  taken  the  place  it 
has  in  the  surgical  world.  Though  gynaecological  operative 
mortality  has  decreased  tremendously  since  Keith's  day,  yet 
there  seems  to  have  been  a  tendency  for  it  to  rise  again 
recently,  owing  no  doubt  to  the  attempts  to  deal  with 
malignant  disease  more  radically,  attempts  which,  as  Dr 
M'Cann  demonstrated  to  us  last  session,  are  already  being 
crowned  with  a  wonderful  measure  of  success. 

The  effect  of  Eontgen  therapy  has  been  found  specially 
valuable  by  Doderlein  in  climacteric  haemorrhage,  and  Kronig 
believes  its  results  are  so  valuable  in  uterine  myomata  that 
it  may  make  operative  treatment  unnecessary.  Tlie  benefit 
seems  specially  evident  in  the  younger  tumours  (four  to  five 
years  old) ;  the  older  tumours  (twelve  to  twenty  years  old) 
reacting  only  slightly.  The  treatment  is  contra-indicated  in 
degenerating  fibroids  and  in  fibroid  polypi.  It  is  doubtful  yet 
whether  the  action  is  dependent  on  a  sterilising  influence  on 
the  ovaries,  or  if  it  is  due  to  a  direct  influence  on  the  tumour 
cells. 

I  fear  I  have  already  strained  your  patience  and  good- 
nature with  the  length  of  these  desultory  remarks,  and  it  is 
high  time  I  brought  them  to  a  close. 

You  will  see  that,  though  much  has  been  done,  much,  very 
much  remains  to  do  if  we  are  doing  our  duty  to  the  State  and 
to  our  noble  profession. 
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We  cannot  be  thankful  enough  that,  as  Sir  Oliver  Lodge 
has  put  it,  "Anticipation  lies  ahead  to  all  infinity." 

This  is  equally  true  in  our  personal  as  in  our  scientific 
aspirations,  and  it  is  that  thought  which  should  encourage  us 
to  look  forward  with  a  cheerful  expectancy,  and  not  with 
gloomy  forebodings  to  the  future,  for  the  anticipation  referred 
to  is  one  of  good  things  to  come,  for  which  we  must  strive. 

As  Horace  has  it : — 

"  O  beate  Sexti, 
Vitae  summa  brevis  spem  nos  vetat  inchoare  longam." 

The  general  sense  of  which  has  been  well  brought  out  in  the 
following  lines : — 


"Alas,  a  little  day  is  man's  ! 
And  time  blows  mournfullie 
O'er  human  pride  and  human  plans, 
What's  past,  and  what's  to  be." 


"  Never  for  us  may  be  fulfill'd 
Those  longings  vast,  if  vain  ; 
Yet  we  were  brutes  if  they  were  stilled, 
And  gods  did  we  attain." 
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TABLE  I. 
Deaths  fkom  Pueepekal  Sepsis  (England  and  Wales). 


1901 

1902  ' 

1903 

1904 

1905 

1906 

1907 

1908 

1909 


2-24  Deaths  per  1000  Births 

2-14  „  1000 

1-82  „  1000 

1-80  „  1000 

1-88  „  1000 

1'80  „  1000 

1*66  .,  1000 

1-46  „  1000 

1-64  „  1000      „ 

1  Midwives  Act, 


r(A  decline  of  30  per  cent. 
-  from  the  death-rate 
I     of  1901.) 


TABLE  11. 
Deaths  fkom  Accidents  of  Childbirth  (England  and  Wales). 


1901 
1902 
1903 
1904 
1905 
1906 
1907 
1908 
1909 


2*49  per  1000  Births 


2-34 
233 

2-14 
2-34 

2-27 
2"24 
2-09 
2-14 


1000 
1000 
1000 
1000 
1000 
1000 
1000 
1000 


^  {Not  inchiding  puerperal 
deaths  where  kidney, 
cardiac,  pulmonary,  or 
other  intercurrent  affec- 
tions produced  fatal 
results  during  preg- 
nancy, and  which  ai-e 
included  in  Scottish 
puerperal  statistics.) 


TABLE  III. 

All  Deaths  from  Puerperal  Sepsis  and  Accidents  of  Childbirth 
(England  and  Wales). 


1901 

4*65  per  1000 

1902 

4-54  , 

,  1000 

1903 

4-09  , 

,  1000 

1904 

3-93  , 

,  1000 

1905 

4-20  , 

,  1000 

1906 

4-04  , 

,  1000 

1907 

3-90  , 

,  1000 

1908 

3-67  , 

,  1000 

1909 

3-77  , 

,  1000 

1910 

3-56  , 

,  1000 
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TABLE  IV. 

Annual  Death-rates  from  Puerperal  Sepsis  and  Accidents  op 
Childbirth  to  a  Million  Persons  living  in  Successive 
Quinquennia,  1876-1910  (England  and  Wales). 


For  the  5  Years  : 

1876-1880     . 

142-0 

1881-1885     . 

165-0 

1886-1890     . 

142-6 

1891-1895     . 

167-8 

1896-1900     . 

137-6 

1901-19051  . 

120-4 

1906-1910     . 

97-8 

1  Midwives  Act,  1902. 

TABLE 

V. 

During  the  ten  years  1897-1906,  puerperal  fever  and  the  accidents 
of  pregnancy  and  childbirth  caused  the  death  of  1  mother  to  every 
228  births  in  England  and  Wales. 


1907 
1908 
1909 


1  Mother  to  every  261  Births 
1         „  „         280       „ 

1         „  „         270       „ 


TABLE  VI. 
Keport  of  M.O.H.  for  Glasgow,  1910. 


Attended  by 

Births. 

Puerperal 
Fever  Cases. 

Rate  per 
1000  Births. 

Doctors  . 
Midwives 

10,399 
12,446 

31 

82 

3-0 
6-6 

22,845 

113 

4-8 
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TABLE  VII. 
Keport  of  M.O.H.  for  Glasgow,  1911. 


Attended  by 

Births. 

Puerperal 

Fever  Cases. 

Rate  per 
1000  Births. 

Doctors  . 
Midwives 

10,353 
12,133 

44 
89 

4-2 
7-3 

22,486 

133 

57 

TABLE  VIII. 

Showing  Relative  Proportion  of  Confinements  attended  by 
Medical  Man  and  Midwife  (Certified  and  Uncertified) 
in  the  undernoted  Places. 


Doctor. 

Midwife. 

Glasgow 

46-0 

54-0 

Perth 

72-7 

27-3 

Ayr 

50-6 

49-4 

Renfrewshire   .... 

82-1 

17-9 

London     

75-0- 

25-0  + 

Derby       .        .        .   (about)  . 

25-0 

75-0 

Coventry 

20-0 

80-0 

Liverpool 

26-0 

74-0 

Nottingham     .... 
Average  of  above  . 

45-0 

55-0 

50-8 

49-2 
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8ir  Halliday  Croom  congratulated  the  President  on  his 
address,  which  throughout  had  maintained  a  high  level  of 
interest  and  excellence.  He  quite  realised  that  it  would 
altogether  be  out  of  order  to  discuss  a  President's  address,  yet 
he  hoped  he  might  he  allowed  to  say  that  he  had  never  listened 
to  a  better  address  in  the  Edinburgh  Obstetrical  Society.  In  it 
the  President  had  touched  lightly  and  gracefully  on  so  many 
obstetrical  subjects  of  interest  that  one  might  almost  say  that 
the  address,  from  the  obstetrical  point  of  view,  might  be 
entitled  "De  omnibus  rebus  et  quibusdam  aliis."  He  had 
great  pleasure  in  moving  a  vote  of  thanks  to  Dr  Haig 
Ferguson. 

Dr  Berry  Hart  had  great  pleasure  in  seconding  the  vote  of 
thanks  to  the  President  for  his  very  interesting  address.     He 
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agreed  with  what  Sir  HalHday  Groom  had  said.  The  President 
had  touched  upon  many  suhjects  of  interest,  and,  though  it  was 
not  fitting  to  attempt  a  criticism  of  the  views  advanced  in  the 
Presidential  Address,  he  might  he  allowed  to  say  that  he  agreed 
with  Dr  Haig  Ferguson  that  voluntary  prevention  of  conception 
was  a  much  commoner  thing  nowadays  than  it  used  to  he. 


40  .  EXHIBITION    OF    SPECIMENS. 

Meeting  II.— December  11,  1912. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society :— Gilbert  Vere  Bogle,  M.B.,  Ch.B.Ed.,  Waipii- 
kurau,  New  Zealand;  George  Selby  Brock,  M.B.,  Ch.B.Ed., 
L.M.,  Coombe's  Hospital,  Dublin. 

II.  1.    Tlie     President    showed — {a)    polycystic    tumour 

INCORPORATED   WITH   UTERUS   AND    LINED    WITH   EPITHELIUM. 

History. — Mrs  M.,  set.  46.  Married  eight  years;  no 
children.  Menstruation  regular.  Eecently  the  periods  had 
been  more  copious ;  never,  however,  had  lost  much  blood.  Six 
weeks  before  admission  to  hospital  she  noticed  that  she  was 
becoming  swollen  in  the  abdomen  and  thought  she  was 
pregnant.  She  consulted  Dr  Gunn,  Auchterarder,  who  sent 
her  to  the  Eoyal  Infirmary,  Edinburgh. 

Examination. — On  examination  the  abdomen  was  found  to 
be  swollen  by  a  smooth,  firm  swelling,  extending  in  the  midline 
to  1  inch  above  umbilicus ;  on  the  left  side  it  extended  to  a 
higher  level  than  on  the  right  side.  There  was  a  slight  thrill 
present  in  parts.  On  bimanual  examination  the  tumour  was 
found  to  extend  into  the  pelvis  and  behind  the  vagina,  the 
vault  of  which  was  markedly  encroached  upon ;  it  passed  down 
almost  to  the  pelvic  floor. 

Operation. — On  opening  abdomen  tumour  found  to  be 
growing  subporitoneally  on  the  left  side  of  the  uterus,  which 
was  enlarged  and  incorporated  with  anterior  and  right  part  of 
the  tumour  (see  Eig.  1).  Both  tubes  and  ovaries  were 
healthy  and  were  left.  In  dissecting  free  the  tumour  the  left 
ureter  was  found  stretched  out  and  displaced  across  its  side. 
After  removal  of  tumour  the  ureter  passed  right  across  the 
pelvic  cavity  quite  loose.     The  uterus  was  removed  with  the 


Fig,  1. 
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cyst,  and  as  this  extended  so  low  down  behind,  a  pan- 
hysterectomy was  necessary  for  its  removal.  The  peritoneal 
flaps  and  vagina  were  treated  in  the  usual  way.  The  recovery 
of  the  patient  was  rapid. 

Pathology. — The  tumour  was  intimately  adherent  to  the 
uterus  which  was  enlarged  to  length  of  4^  inches.  On  section 
the  swelling  was  found  to  consist  of  a  multilocular  cyst,  the 
cavities  of  which  were  filled  with  clear,  viscid  material.  The 
relation  to  uterus  is  shown  on  the  plate. 

Microscopically. — The  cysts  were  lined  with  a  definite 
epithelium,  which  in  places  was  columnar  and  in  some  regions 
was  several  layers  deep.  There  was  evidence  of  distinct 
secretion  in  process.  In  some  parts  there  was  an  adeno- 
matous arrangement  (Fig.  2.) 

(6)  Calcaeeous  deposits  on  tubal  wall. 

1.  Mrs  L.,  set.  42.  Shortly  after  marriage,  twelve  years 
before,  she  had  a  miscarriage.  After  this  she  was  laid  up  with 
"fever."  Since  then  no  pregnancies.  For  several  years  has 
complained  of  severe  pain  in  lower  abdomen  on  both  sides, 
especially  marked  during  menstrual  periods.  Menstruation 
regular. 

On  examination  appendages  on  both  sides  were  very 
tender. 

Operation. — Both  ovaries  were  enlarged  and  cystic,  and 
with  the  tubes  were  covered  with  what  looked  like  small 
papillomata.  These  were  white  and  very  hard.  Both  tubes 
and  ovaries  were  removed. 

Microscopically. — The  nodules,  which  were  very  difficult  to 
cut  because  of  their  stony  hardness,  were  found  to  consist  of 
spaces  lined  by  a  darkly  staining  epithelium-like  layer,  and 
supported  by  what  looked  like  an  ordinary  vessel  wall.  In 
the  interior  were  the  deposits  of  calcareous  salts,  which  in 
some  places  were  granular,  in  other  places  collected  into  small 
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calculi.  These  dissolved  out  with  weak  HCl.  That  the  change 
was  occurring  in  small  blood  vessels  (veins)  or  lymphatics  was 
suggested  by  finding  in  places  the  nodules  lying  distinctly  in 
a  linear  arrangement.  Serial  sections,  however,  made  through 
one  of  the  nodules  showed  that  the  space  was  completely 
closed  at  the  end     (Fig.  3.) 

2.  Mrs  L.,  set.  40.  No  children  or  miscarriages.  Men- 
struation regular.  Complained  for  some  months  of  pain  in 
lower  abdomen.  In  addition  there  was  a  persistent  melan- 
cholia, and  the  discovery  of  a  fibroid  uterus  was  thought 
to  perhaps  indicate  an  etiological  relation  between  the  pelvis 
and  the  mental  state. 

Operation. — The  fibroid  uterus  was  removed  by  supra- 
vao-inai  amputation.  There  was  a  subperitoneal  fibroid  about 
the  size  of  a  cocoanut  growing  from  the  right  side  of  uterus,  as 
also  several  smaller  tumours  developing  in  the  uterine  wall. 
The  right  tube  and  ovary  were  removed.  On  examination  of 
the  specimen  later  the  tube  was  found  to  exhibit  appearances 
similar  to  those  noted  in  the  former  case.  Microscopically  the 
change  was  the  same. 

(c)  Luteal  h^ematoma  of  ovaey. 

Mrs  U.,  set.  28.  One  child  two  years  ago,  when  she 
was  gravely  ill  with  a  mitral  incompetence.  During 
labour,  right-sided  hemiplegia  with  aphasia  occurred  with 
extreme  suddenness,  due  to  an  embolus.  Eecovery  from 
paralysis  partial.  For  ten  days  before  admission  to  nursing 
home  (15th  June  1912)  she  had  been  complaining  of 
pain  on  right  side,  with  hcemorrhage  from  uterus.  Within 
the  last  days  the  bleeding  had  been  marked,  and  the  condition 
of  the  patient  had  been  causing  great  anxiety.  No  history  of 
a  missed  period.  On  admission  pulse  120.  Heart  beat  regular. 
Patient  very  pale. 

On  examination,  swelling  felt  about  size  of  cricket  ball  to 


Fig.  2. 
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right  side  of  and  Itehind  uterus.  Diagnosis  of  extra-uterine 
pregnancy  made. 

Operation. — Eight  ovary  enlarged  and  with  the  tube  found 
to  be  markedly  adherent  to  the  surrounding  structures.  Loose 
adhesions  separated,  and  the  ovary  and  tube  removed.  The 
enlargement  was  found  to  be  due  to  a  blood-containing  cyst, 
and  ovarian  pregnancy  was  thought  of.  The  tube  was 
imbedded  in  adhesions  on  the  surface  of  the  ovary,  the 
fimbriated  end  alone  being  free.     (See  Fig.  -4.) 

Considering  the  condition  of  the  patient  and  the  danger 
associated  with  a  future  pregnancy,  the  left  tube  was  removed, 
along  with  a  wedge  of  tissue  from  the  uterine  horn.  Result — 
recovery, 

FatJiological  Report. — The  cyst  was  found  to  contain  fresh 
blood,  some  of  which  had  coagulated.  Surrounding  the  space 
there  was  a  shell  of  luteinal  cells.  In  places  these  were 
ploughed  up  by  fresh  haemorrhage. 

{d)  Ovarian  cyst  avith  small  nodule  of  cancer  (?)  in 

WALL. 

History. — Mrs  S.,  ffit.  37.  Pain  in  right  side  for  six  weeks. 
Menstruation  regular.  Nothing  to  note  in  family  history. 
Children  two ;  youngest  nine  years  old. 

Examination. — On  bimanual  examination  a  soft  uniform 
swelling  felt  lying  behind  and  to  right  side  of  uterus. 
Fluctuation  distinct. 

Operation. — The  tumour,  which  consisted  of  a  cyst  growing 
from  the  right  ovary,  was  removed  with  the  tube.  On  appear- 
ance it  looked  a  simple  cystic  condition.  On  section,  however, 
a  nodule  was  found  in  the  wall  near  the  broad  ligament 
attachment  which  was  very  hard.  On  microscopic  examination 
it  was  found  to  consist  of  a  very  fibrous  stroma,  in  which  there 
were  masses  of  epithelium,  which  were  found  to  extend 
throughout   the   nodule.      These   consisted   of   closely  packed 
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epithelial  cells;  there  was  no  evidence  of  gland  spaces.  The 
irregular  spreading  arrangement  suggested  a  cancerous  con- 
dition, and  in  many  respects  resembled  scirrhus  of  the  breast. 
The  ovarian  cyst  was  unilocular,  and  there  was  no  evidence  of 
papilloma.     Eecovery  good.     (Fig.  5.) 

Dr   James    Young  gave   a  lantern   demonstration   of   the 
histological  features  of  these  cases. 

III.  Dr  James    Young   showed — dermoid   cyst   of    ovary 

REMOVED     FR0]\I    PATIENT    FIVE    WEEKS     PREGNANT,    which    waS 

interesting  on  account  of  its  early  removal.  These  cases  very 
rarely  present  themselves  until  acute  symptoms  arise.  The 
reason  why  this  patient  came  under  medical  care  so  early  was 
that  she  had  been  seen  in  London  three  years  previously  by 
a  medical  man,  who  had  recognised  the  swelling  and  told  her 
that  if  she  married  and  became  pregnant,  she  was  immedi- 
ately to  have  medical  advice.  Unfortunately  tbe  ovum,  as  so 
frequently  happens  in  these  cases,  was  aborted  seven  days 
after  the  operation.  It  was  extremely  interesting  because  no 
case  of  the  kind  has  been  reported  in  the  literature  in  which 
the  operation  was  carried  out  in  such  an  early  stage  of 
pregnancy. 

IV.  Dr  M,  B.  Drennan  showed — full-time  foetus  show- 
ing  A   LARGE   left-sided    CONGENITAL    DIAPHRAGMATIC   HERNIA, 

about  3  inches  in  diameter.  The  heart  occupied  the  right 
pleural  cavity.  In  the  sac,  the  stomach,  the  whole  of  the 
small  intestine,  part  of  the  large  intestine,  and  the  left  lobe 
of  the  liver;  the  other  viscera  in  the  abdomen  were  displaced 
accordingly — practically  all  on  the  left  side,  the  huge  liver 
occupying  the  right.  The  genital  organs  seemed  to  be  all 
right  out  of  the  pelvis.  The  opening  of  the  diaphragm 
appeared  to  be  in  the  usual  place.  The  nature  of  the  hernial 
sac  allied  the  specimen  to  that  group  of  hernias  which  have 
taken  place  when  the  pleural  and  peritoneal  cavities  separate. 


Fig.  4. 
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The  reason  lor  showing  the  specimen  was  not  so  much  for 
its  interest  but  for  the  labour  connected  with  it.  It  was 
a  case  in  the  ]\Iaternity  Hospital  under  Dr  Barbour  and 
Dr  Fordyce.  The  nurse  was  called  and  sent  for  the  doctor. 
There  was  a  well-marked  fcetal  heart,  beating  at  a  rate  of 
120.  The  foetus  was  thought  to  be  all  right.  The  face 
presented,  and  it  was  resolved  to  give  chloroform.  The 
head  was  found  to  be  well  down  in  the  pelvis,  the  chin  in 
the  hollow  of  the  sacrum.  The  forceps  was  put  on  and 
delivery  was  easy.  There  was  no  attempt  to  breathe  at  all. 
It  was  most  disappointing,  because  the  foetus  was  thought 
to  be  all  right,  and  the  half-hour's  artificial  respiration  went 
for  nothing.  Whether  the  fact  that  the  mother  was  a  primi- 
para,  tet.  36,  had  any  bearing  on  the  abnormality  or  not, 
he  did  not  know. 

V.  Dr  Hugh  S.  Davidson  showed  two  specimens  of  fibeoids 

GIVING    TROUBLE    IN    DIFFERENT    WAYS    AFTER    THE  MENOrAUSE. 

In  the  first  case  there  were  two  fundal  fibroids  which  gave 
no  trouble,  and  also  one  growing  from  the  supravaginal 
portion  of  the  cervix.  No  difficulty  about  the  diagnosis. 
There  was  great  difficulty  in  getting  the  uterine  artery,  but 
by  going  down  on  the  left  side  and  getting  the  artery,  and 
then  cutting  through  the  cervix,  the  other  was  got  at. 

The  second  specimen  was  more  interesting.  There  was  no 
excessive  haemorrhage,  and  no  symptoms  except  pain  over  the 
fixed  nodule.  On  opening  the  abdomen,  the  nodule  was  found 
to  be  completely  separate  and  encapsulated  with  the  anterior 
parietal  peritoneum.  There  was  evidence  of  a  pedicle  where 
the  fibroid  had  been,  and  this  had  become  twisted.  The  history 
of  an  attack  of  pain  eighteen  months  previously  led  one  to 
think  that  the  tumour  probably  separated  then.  The  separated 
nodule  showed  some  pigmented  degeneration. 
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VI.  PSEUDO- ECLAMPSIA,    WITH   TWO   ILLUSTRATIVE 
CASES:— L  CEREBRAL  TUMOUR;    2.  MENINGITIS. 

By  Sir  J.  Halliday  Ceoom,  Professor  of  Midwifery,  University 
of  Edinburgh. 

Cerebral  conditions,  associated  with  eclampsia,  are  by  no 
means  uncommon.  They  are,  however,  as  a  rule,  associated 
with  eclampsia  proper ;  that  is  to  say,  they  are  found  to  be  a 
complication  or  a  cause  of  death  in  ordinary  toxic  eclampsia. 
This  subject  has  been  very  fully  gone  into  in  an  interesting 
case  described  by  Carver  and  Fairbairn.  Although  in  their 
case  the  condition  of  the  urine  could  not  be  examined,  and 
although  the  fits,  if  any,  were  very  slight,  yet  they  were  of 
opinion  that  the  post-mortem  findings  were  sufficient  to  warrant 
the  case  being  classed  as  an  ordinary  eclampsia,  and  that  the 
haemorrhage  in  the  pons  was  the  result  of  degeneration  of  the 
vessels  consequent  on  the  eclampsia.  They  give  a  very  full 
resunid  of  the  subject,  especially  quoting  a  most  interesting 
case  by  Pfannestiel,  under  the  title  of,  "  Apoplexy  as  a  cause  of 
death  in  Eclampsia." 

The  subject  has  further  been  discussed  by  Eubintschick, 
who  enters  into  the  whole  question  in  a  dissertation.  He 
describes  nine  cases  of  haemorrhage  in  the  brain,  in  two  of 
which  it  was  punctiform,  and  in  the  seven  others  it  was  so 
marked  as  to  be  the  direct  cause  of  death. 

In  the  present  communication  I  am  not  concerned  with 
eclampsia  proper  at  all.  I  wish  to  record  two  cases  which 
closely  and  minutely  simulated  eclampsia,  but  in  both  of  which 
cases  the  feature  of  toxic  eclampsia,  namely,  urinary  changes, 
was  entirely  absent. 

It  is  an  admitted  fact  that  a  convulsive  seizure  in  a 
pregnant,  parturient,  or  puerperal  woman  does  not  necessarily 
mean  eclampsia.     Epilepsy  and  hystero-epilcpsy  are  constantly 
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referred  to,  and  likewise  the  convulsions  of  urtemia.  A  group 
of  cases  of  meningitis,  simulating  the  condition,  has  been 
described  by  Comniandeur,  and  Williams  mentions  that  acute 
yellow  atrophy  of  the  liver,  if  accompanied  by  convulsions,  as 
it  sometimes  is,  is  usually  mistaken  for  eclampsia. 

In  all  the  recorded  cases  of  cerebral  disease  associated  ivith 
eclampsia  which  I  have  been  able  to  find,  urinary  symptoms 
have  been  prominent.  Therefore  I  include  none  of  them  under 
the  heading  of  pseudo-eclampsia. 

Case  I. — H.  Mace,  tet.  24^?,  ii.-para,  seven  months  preg- 
nant, potato-digger,  lately  residing  at  Eatho.  Admitted  28th 
October  1912. 

History. — On  26th  October  1912,  patient  was  in  Edinburgh, 
and  in  the  evenino;  she  had  what  her  friends  call  a  fit.  She 
did  not  recover  quickly,  and  was  taken  home  to  Eatho  in  a 
cab.  She  was  put  to  bed  in  the  "  bothy,"  and  continued  taking 
fits  every  now  and  again.  Her  friends  estimate  that  they 
recurred  every  ten  minutes.. 

On  the  following  day,  27th  October,  Dr  Helm  of  Eatho  was 
summoned,  and  he  advised  her  removal  to  the  Maternity 
Hospital,  but  his  advice  was  not  heeded,  and  she  continued 
having  fits  all  Sunday.  On  Monday,  28th  October,  Dr  Helm 
was  again  called,  and  insisted  on  her  being  removed.  This  was 
done  at  11  o'clock  a.m.,  and  patient  was  admitted  to  the 
Maternity  Hospital  at  12.15  p.m.  on  28th  October  1912.  A 
nurse  accompanied  patient  in  a  closed  cab,  and  avers  that  she 
(patient)  had  six  fits  during  the  journey  from  Eatho  to 
Edinburgh. 

State  on  admission. — Patient  was  a  healthy  looking,  well- 
built  woman  of  about  20  to  25.     Well  nourished. 

Her  face  had  a  "bright  and  brilliant"  hue  about  it,  just  as 
if  she  had  scarlet  fever,  but  her  temperature  was  98*4°,  and 
pulse  88. 

She  was  evidently  about  seven  months  pregnant.  The  child 
was  lying  to  the  right,  and  the  foetal  heart  beat  at  130  per  minute. 
Os  (multiparous)  admitted  one  finger. 


48      PSEUDO-ECLAMPSIA,    BY    PKOF.    Sill  J.    IIALLIDAY    CKOOM. 

Blood-pressure,  140  mm.  Hg. 

Nothincr  abnormal  to  be  made  out  in  the  heart  and  lun^s. 

Patient  comatose. 

Catheter  passed.  9  ozs.  of  urine  drawn  off,  amber  coloured. 
Acid,  contains  no  albumen,  no  blood,  no  sugar,  no  casts,  no 
acetone ;  urea,  gr.  viij  per  oz. 

Pupils  equally  and  moderately  contracted,  both  reacting  to 
light.     No  cedema. 

Jerks.  —  Knee-jerks  both  very  active;  no  ankle  clonus. 
Extensor  response  in  both  feet,  7nore  active  on  the  left  foot  than 
the  right.  Babinski's  sign  in  left  foot  was  the  only  abnormal 
point. 

Treatment  and  progress. — Twenty  minutes  after  admission 
patient  had  a  slight  fit.  She  had  typical  facial  movements  and 
movements  of  limbs.  It  began  in  the  face  and  spread  to  the 
limbs,  both  sides  of  the  body  being  equally  affected.  She  did 
not,  however,  become  purple,  had  not  the  markedly  congested 
look,  and  the  stertorous  breathing  at  the  end  of  the  seizure  was 
absent. 

She  was  given  a  large  enema,  and  later  the  colon  was 
washed  out.  The  result  was  disappointing,  only  a  few  hard, 
constipated  masses  being  returned. 

Her  stomach  was  washed  out,  and  a  copious  return  resulted, 
much  liquid  and  solid  being  returned.  It  smelt  strongly  of 
beer.  Lavage  was  continued  till  return  was  quite  clear,  and 
6  ozs.  of  mag.  sulph.  were  left  in  the  stomach.  This  was 
retained. 

From  12.15  till  3  p.m  she  had  seven  fits,  none  very  severe, 
and  each  having  the  characteristics  before  described.  At  3  p.m. 
she  was  given  h  gr.  morpliia. 

Blood-pressure  still  140. 

Put  in  blankets  and  surrounded  with  hot-water  bottles. 

I  saw  the  case  just  three  hours  after  admission,  and  had  the 
facts  just  recorded  given  to  me. 

The  question  of  diagnosis  now  became  urgent. 

AVhen  I  saw  the  patient's  face,  I  realised  that  it  was  not 
a  regular  and  ordinary  case  of  eclampsia.  The  face  wanted 
the  puffy,  pale,  oedematous  look ;  it  was  flushed  and  thin.     As 
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I  have  said,  the  routine  examination  showed  no  indications  of 
toxaemia  whatever.  There  was  no  oedema,  and  the  condition 
of  the  kidneys  was  normal ;  there  was  no  indication  that  the 
seizure  was  cereltral,  because  there  was  no  affection  of  the  eyes, 
whicli  were  normal ;  there  was  no  paralysis  anywhere.  With 
reference  to  the  ]5abinski  sign,  which  was  absolutely  the  only 
indication  present  of  any  cerebral  disease,  it  must  be  remem- 
liered  that  this  sign,  although  of  very  great  importance  in 
combination  with  others,  is  in  itself  no  absolute  proof  of  the 
presence  of  any  central  lesion,  occurring  as  it  does  under 
various  other  circumstances.  "We  were  therefore  driven  back 
to  make  a  temporary  diagnosis  of  possible  ptomaine  poisoning. 

While  the  patient  was  being  examined  vaginally  at  5  p.m., 
she  had  a  very  bad  fit.  This  was  the  most  severe  and  long- 
continued  that  she  had  while  in  the  hospital.  This  time  she 
became  purple  and  congested,  and  the  stertorous  breathing  was 
very  evident.  So  severe  was  the  fit  that  chloroform  was 
administered. 

That  was  the  first  fit  since  3  p.m.  It  l)rought  the  total  up 
to  eight  since  admission.  From  the  time  she  entered  the 
hospital  till  her  death,  she  was  never  conscious. 

At  6  P.M.  she  was  venesected,  and  6  ozs.  of  blood  drawn 
off.  Her  blood-pressure  now  dropped  to  100  mm.  of  Hg. 
She  required  no  anaesthetic  for  the  operation,  and  never  moved 
a  muscle.  There  was  no  indication  of  any  fit.  Up  till  8  p.m. 
she  remained  in  the  same  condition — very  restful — and  having 
had  no  further  fits.  After  8  P.M.  she  was  much  more  easily 
roused — one  speaking  in  just  a  moderate  tone  aroused  her 
easily,  and  she  opened  her  eyes,  but  made  no  attempt  to  speak. 
She,  however,  swallowed  some  water.  From  8  p.m.  to  1  a.m. 
(29th  October)  she  had  five  "feeders"  of  water,  in  all  30  ozs. 
She  passed  a  copious  supply  of  urine  in  bed. 

At  2  A.M.,  29th  October,  patient's  breathing  became  quick, 
and  she  was  spitting  up  a  great  deal  of  frothy  fluid.  This  was 
causing  her  such  obvious  discomfort  that  the  stomach-tube 
was  again  passed  and  the  stomach  emptied. 

The  bowels  still  refused  to  act. 

29th    October. — No    fits;   blood-pressure,   92;    temperature, 
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103;  pulse,  124.  Knee-jerks  less  active  now,  but  still  extensor 
response  of  left  great  toe.  The  response  of  the  right  toe  was 
then  flexor.  She  was  given  another  enema  without  result,  and 
the  rectum  was  digitally  examined  lest  there  should  be  any 
large  faecal  mass  blocking  the  way,  as  the  lavage  tube  did  not 
pass  easily. 

Patient  gradually  sank,  temperature  gradually  rising  to 
103°,  and  later  107°,  and  died  at  5.45  p.m. 

Towards  the  end  the  urine  contained  just  the  merest  trace 
of  albumen,  probably  due  to  pyrexia.  Patient  passed  urine 
copiously  in  bed.  As  the  case  was  evidently  not  eclampsia, 
and  as  the  child  was  premature  and  illegitimate,  no  attempt 
at  delivery  was  made. 

The  following  is  the  report  of  the  autopsy  kindly  furnished 
by  Dr  Miller  :— 

Body  well  developed  and  well  nourished.  Eigidity  marked^ 
Post-mortem  change  along  lines  of  vessels.  Lividity  of  face  and 
neck. 

Pleural  sacs  empty,  no  adhesions. 

Pericardial  sac  contains  slight  excess  of  fluid. 

Peritoneum  contains  slight  excess  of  fluid. 

Lungs. — Both  show  oedema,  and  in  the  lower  and  posterior 
portion,  congestion. 

Heart. — Cavities  contain  post-mortem  clot  in  large  amount. 
Valves  normal. 

Muscle. — Pale,  soft,  friable.     Diffuse  fatty  degeneration. 

Liver. — Well-marked  fatty  degeneration,  no  haemorrhages. 

Spleen. — Slightly  enlarged  and  congested. 

Kidneys. — Left  small,  soft,  pale  ;  well-marked  fatty  and 
catarrhal  change.  Vessels  congested.  Eight  similar,  but 
larger. 

Lntestines  and  Stomach. — Uniformly  distended  with  gas,  no 
abnormality. 

Brain. — Vessels  greatly  congested.  In  the  left  anterior 
parietal  region,  towards  the  inner  surface,  there  is  a  lobulated 
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Section  of  Brain   viewed  from  above  shewing  tumour  in  left  frontal 

region. 
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firm  tumour,  well  defined  from  the  surrounding  brain,  about 
the  size  of  a  tangerine  orange.     (See  Plates  I.  and  II.) 

No  abnormality  of  the  pituitary. 

Uterus. — Greatly  enlarged,  and  containing  foetus.  Veins 
distended  with  post-mortem  clot. 

Summarij. — Large  tumour  of  left  anterior  parietal  region. 
Tatty  and  catarrhal  change  in  kidneys.  Fatty  degeneration  of 
liver  and  heart.     CEdema  of  lungs. 

For  the  following  description  of  the  relations  of  the  tumour 
I  am  indebted  to  Dr  Jamieson  of  the  Anatomy  Department, 
University  of  Edinburgh  : — 

"  The  tumour  reaches  to  within  half  an  inch  of  the  anterior 
end  of  the  left  hemisphere  and  lies  opposite  the  superior 
middle  and  inferior  frontal  convolutions  of  the  convex  surface 
of  the  hemisphere,  and  opposite  those  parts  of  the  marginal 
and  callosal  convolutions  (on  the  inner  surface)  which  lie 
above  the  anterior  half  of  the  corpus  callosum. 

"  Where  it  lies  in  relation  to  the  superior  frontal  convolution 
it  is  near  the  surface,  and  fibres  arising  and  ending  in  that 
convolution  must  have  suffered  great  displacement  compression. 
It  is  about  half  an  inch  away  from  the  surface  of  the  middle 
frontal  convolution,  and  1  inch  from  the  surface  of  the  inferior ; 
and  fibres  from  these  have  therefore  suffered  less,  although 
they  would  have  been  affected. 

"  On  the  inner  aspect  of  the  hemisphere,  where  the  tumour 
is  at  the  surface,  the  marginal  and  callosal  convolutions  have 
been  well-nigh  oliliterated  in  the  region  involved,  only  shreds 
of  cerebral  tissue  remaining  on  the  surface  of  the  tumour;  and 
in  that  region  there  is  no  evidence  even  of  remains  of  the 
cingulum — the  long  "association"  tract  associated  with  the 
callosal  convolution.  In  this  region  the  tumour  has  grown 
beyond  the  plane  of  the  surface  of  the  left  hemisphere,  and 
has   produced   a   depression   on   corresponding    parts    of    the 
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marginal  and  callosal  convolutions  of  the  right  hemisphere, 
probably  sufficient  to  have  produced  manifestations  of  com- 
pression if  that  part  of  the  brain  had  had  functions  which  gave 
rise  to  outward  acts  and  appearances. 

"  The  tumour  has  pushed  the  anterior  part  of  the  left  half  of 
the  corpus  callosum  backwards  and  downwards,  stretching  it 
and  thinning  it  out,  and  through  it  exerting  pressure  on  the 
head  of  the  caudate  nucleus,  which  has  been  compressed  and 
flattened  from  above  downwards ;  and  at  one  point  the  tumour 
has  burst  through  the  corpus  callosum,  invaded  the  head  of 
the  caudate  nucleus,  and  crushed  the  anterior  limb  of  the 
internal  capsule. 

"  The  posterior  Hmit  of  the  tumour  is  at  a  level  1  inch  in 
front  of  posterior  end  of  corpus  callosum,  and  at  its  lowest 
level  it  is  about  half  an  inch  above  the  surface  of  the  posterior 
part  of  the  anterior  orbital  convolution. 

"The  middle  frontal  convolution  has  been  said  to  contain 
motor  centres  for  the  orbital  muscles  of  the  opposite  side. 
The  callosal  convolution  may  have  to  do  with  smell.  The  rest 
of  the  regions  involved  have  not  yet  been  ascribed  definite 
functions,  but  it  has  been  supposed  that  in  them  are  evolved 
those  higher  processes  of  thought  of  which  the  patient's 
occupation  did  not  provide  sufficient  opportunity  for  adequate 
expression." 

The  tumour  consists  largely  of  layer  upon  layer  of  what 
are  believed  to  be  flattened,  dead  epithelial  cells.  Between 
these  are  to  be  found,  in  the  fresh  condition,  crystals  of 
cholesterin  (hence  the  name  of  cholesteatoma,  given  originally 
by  Johannes  Muller).  There  are  also  to  be  found  layers 
consisting  of  nucleated  epithelial  cells  lying  upon  a  sub- 
stratum of  loose  connective  tissue,  which  sometimes  con- 
tains blood-vessels.  Occasionally  the  epithelium  entirely 
surrounds  the  connective  -  tissue  core ;  more  often  there 
is   a   core   of   dead  stratified   epithelium,   surrounded  by  nu- 
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Fig.  1. — Section  of  tumour,  low  power  view,  showing  (a)  loose  vascular 
connective  tissue ;  (A)  layer  of  epithelium ;  (c)  stratified  dead 
epithelial  elements. 
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Fig.  2. — Section  of  tumour,  low  power  view,   showing  (a)  layer   of 
epithelial  cells  ;  (6)  stratified  dead  epithelial  elements. 
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Fig.  3. — Section  of  tumour,  high  power  view,  showing  (a)  normal  brain  tissue; 
(6)  layer  of  tumour  epithelium;  (cj  stratified  dead  epithelium. 


* 

/ 

Fig.  4.— Section  of  tumour,  high  power  view,  showing  (a)  layers  of  nucleated 
epithelial  cells  ;  {!>)  subjacent  vascular  connective  tissue. 
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cleated  epithelium,  and  later  again  by  the  loose  connective 
tissue.     (See  figs.  1  to  4.) 

Essentially,  therefore,  the  tumour  consists  of  epithelium, 
with  a  supporting  stroma  of  connective  tissue  upon  which  it 
lies.  The  epithelial  cells  are  constantly  multiplying  and  being 
thrown  oft  These  dead  epithelial  cells,  from  pressure,  become 
flattened,  and  from  their  disintegration  cholesterin  results. 

As  already  stated,  the  name  cholesteatoma  was  introduced 
by  Muller,  but  the  tumour  is  also  known  as  "Pearl"  tumour, 
from  its  mother-of-pearl  appearance  (Cruveilhier  and  Virchow). 

As  regards  its  origin  and  nature,  two  different  ideas  prevail. 

1.  That  it  is  an  epithelial  tumour  originating  from  epi- 
dermal elements  misplaced  during  embryonic  life.  This  view 
is  supported  by  the  tumours  occurring  chiefly  towards  the 
middle  line.  This  view  is  held  by  authorities  such  as  Eibbert, 
Bostroem,  and  Ziegler.  According  to  this  view,  the  neoplasm 
is  allied  to  the  true  dermoid,  which  may  also  occur  in  the 
brain,  and  which  contains  hairs  and  other  skin  structures. 

2.  That  the  tumour  arises  from  the  endothelium  of  the  pia- 
arachnoid,  and  is  therefore  in  reality  an  endothelioma.  This 
view  is  held  by  such  authorities  as  Borst,  Beneki,  and  Klebs. 

In  the  case  of  certain  convulsive  seizures  it  is  the  case  that 
the  convulsion  begins  in  the  area  (say  the  limb)  which  is  sup- 
plied from  the  region  of  the  cortex  cerebri,  to  which  the 
exaggerated  stimulus  has  been  applied,  but  that  it  spreads 
over  parts  not  primarily  affected. 

The  tumour  is  in  front  of  the  motor  area,  and  exerts  its 
direct  pressure  on  convolutions  (and  their  fibres)  about  which 
we  know  little  or  nothing ;  but  the  motor  area  and  the  fibres 
coming  from  it,  no  doubt,  might  have  been  affected  by  pressure 
transmitted  through  the  substance  intervening  between  them 
and  the  tumour.  If  there  was  such  transmitted  pressure  on 
cortical  substance  it  would  have  been  greatest  at  the  upper 
part  of  the  motor  area,  where  the  lower  limb  centres  are.     The 
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anterior  limb  of  the  internal  capsule  has  been  damaged.  There 
are  no  motor  fibres  there,  but  the  genu  of  the  internal  capsule, 
where  the  face  fibres  are,  is  immediately  adjoining,  and,  although 
to  the  naked  eye  it  is  unaffected,  it  may  have  been  subjected  to 
a  transmitted  pressure  which  had  increased  sufficiently  to  pro- 
vide the  stimulus  for  the  initiation  of  the  convulsions. 

Now  the  points  of  interest  in  this  case,  apart  from  those 
giving  rise  to  symptoms  simulating  eclampsia,  are — (1)  The 
situation  of  the  tumour  in  the  brain  in  the  anterior  lobe, 
a  region  of  the  brain  which  has  hitherto  escaped  the  localisa- 
tion of  function;  (2)  that  a  tumour  of  this  consistence  and 
size  must  have  occupied  that  situation  for  a  long  time  without 
giving  rise  to  any  symptoms  at  all.  The  possibility  of  such  an 
occurrence  in  this  region  of  the  brain  is  well  recognised. 

I  understand  from  the  patient's  friends  that  she  was  doing 
her  ordinary  work  for  months  previously,  and  on  an  earlier 
occasion  she  was  confined  without  any  symptoms  of  trouble. 
Why  the  particular  explosion  should  have  taken  place  at  the 
time  mentioned  it  is  difficult  to  say ;  but  it  seems  to  me  that  a 
probable  explanation  of  it  is  as  follows : — She  was  a  potato- 
digger,  and  belonged  to  the  very  lowest  class  of  outdoor 
workers.  She  came  into  Edinburgh  to  have  a  carousal  with  her 
friends,  and  after  consuming  a  considerable  quantity  of  alcohol, 
there  would  be  necessarily  a  corresponding  cerebral  congestion. 
When  the  stomach-pump  was  used  there  was  found  a  very 
heterogeneous  mass  in  the  stomach,  along  with  alcohol,  and  I 
was  disposed  to  think  at  the  time — for  want  of  a  better 
explanation — that  the  toxic  condition  causing  the  fits  was 
some  ptomaine  poisoning. 

A  case  like  this  eminently  shows  the  importance  of  making 
a  full  autopsy  in  every  case  of  eclampsia.  There  was  nothing 
to  give  the  slightest  inkling  that  the  brain  tissue  was  in  any 
way  involved.  Symptoms  such  as  squinting,  irregularity  of 
the  pupils,  and  various  paralyses  were  entirely  absent,  and,  as 
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I  have  said,  we  were  driven  back  to  the  conchision  that  the 
patient  was  suffering  from  a  peculiar  form  of  "eclampsia," 
probably  originating  in  some  gastric  poisoning.  The  discovery 
of  the  tumour  in  the  brain  was  unlooked  for  and  unexpected. 

The  importance  of  a  post-mortem  in  any  fatal  case  is 
further  emphasised  by  the  obvious  fact  that  no  deduction,  as 
the  result  of  treatment,  can  be  drawn  where  no  such  verifica- 
tions of  the  diagnosis  have  been  obtained. 

I  have  looked  into  the  literature  of  this  subject,  which  is 
very  scanty,  and,  so  far  as  I  can  discover,  the  only  two  cases 
which  most  approximately  resemble  the  one  I  have  just 
recorded,  in  which  the  syndrome  of  symptoms  known  as 
eclampsia  was  simulated  by  intracranial  tumour  are  reported, 
the  one  by  Zweifel,  and  the  other  by  Snoo. 

Zweifel  records  a  case  of  so-called  eclampsia  in  which  there 
were  eighty-eight  fits  at  and  after  birth,  and  in  which  the  cause 
of  the  fits  was  a  glioma  of  the  left  hemisphere.  In  this  case 
earlier  epileptic  attacks  rendered  the  differential  diagnosis  easier. 

Snoo  records  a  case  of  a  x.-para  who  had  suffered  from  ear 
trouble  for  one  and  a  half  years.  She  was  received  into 
hospital  in  the  ninth  month  of  pregnancy,  with  a  diagnosis 
of  eclampsia.  The  visage  was  emaciated ;  some  oedema  in 
the  feet;  albumen,  1  per  cent;  middle  ear  catarrh.  With  the 
exception  of  convulsions,  there  were  no  symptoms  present  from 
which  cerebral  complications  could  be  concluded.  There  was 
a  spontaneous  delivery;  and  slight  convulsions  during  the 
puerperium.  On  the  eighth  day  a  radical  operation  was 
performed,  and  a  cholesteatoma  removed.  The  condition  was 
unchanged.  Two  days  later,  the  incision  and  evacuation  of  a 
cerebral  abscess  was  followed  by  rapid  improvement. 

Case  II. — J.  J.,  eet.  16,  primipara,  admitted  to  Eoyal 
Maternity  Hospital  on  10th  December  1912,  at  1.30  p.m. 

History. — Patient  was  confined  naturally,  at  11  a.m.  on 
10th  December,  but  both  child  and  placenta  were  born  before 


56       rSEUDO-ECLAMPSIA,    BY   PKOF.    SIR   J.    HALLIDAY   CKOOM. 

the  nurses  arrived  in  the  house.  Patient  had  her  first  fit 
at  12.10  P.M.  (one  hour  and  ten  minutes  after  the  birth  of  the 
baby),  and  a  second  fit  at  1.20  p.m.,  and  yet  a  third  at  1.25  p.m. 
She  was  then  removed  in  an  ambulance  waggon  to  the  Eoyal 
Maternity  Hospital. 

Previous  history  (obtained  later  from  mother). — Patient  had 
been  a  healthy  girl,  except  that  she  had  a  slight  tendency  to 
sore  throats ;  but  mother  says  she  had  never  rheumatic  fever 
nor  "  growing  pains."  She  had  measles  badly  when  an  infant, 
but  was  otherwise  healthy. 

For  the  last  few  days  her  mother  says  that  she  complained 
of  a  sore  throat,  and  a  headache.  Her  face  was  puffy,  and  her 
ankles  were  swollen  somewhat.  But  there  was  no  epigastric 
pain  and  no  sickness,  as  far  as  her  mother  could  make  out ;  but, 
she  adds,  patient — being  somewhat  ashamed  of  her  condition — 
was  reticent,  and  complained  very  little. 

Family  Jiistory. — Father  and  mother  healthy.  Two  sisters, 
strong  and  healthy.     Has  two  uncles  dead  from  phthisis. 

State  on  admission. — Well  developed,  healthy  looking  girl. 
Slightly  florid  complexion.  Pulse  90,  temperature  99-8°.  Slight 
puffiiiess  of  face,  but  no  pallor  or  pastiness.  Slightly  comatose 
—  on  talking  loudly  to  her  she  awakes  out  of  her  stupor  and 
makes  a  very  feeble  attempt  to  answer  one's  question. 

Progress. — While  patient  was  getting  the  enema  she  had  a 
slight  fit.  It  was  not  very  severe,  but  was  a  "typical"  fit. 
This  was  the  fourth  fit  (first  since  admission). 

Eesponded  well  to  hot  pack. 

At  3.30  P.M.  she  had  another  fit  (total  now  five),  severer  than 
its  predecessor,  and  a  sixth  fit  at  4.30  p.m.  During  the  interval 
she  was  sick  and  brought  up  fluid,  presumably  the  mag.  sulph. 
which  had  been  administered  on  admission.  At  6  p.m.  her 
temperature  was  104-6°,  and  pulse  126.  She  was  given  a  tepid 
sponge,  and  the  temperature  fell  to  104"^,  and  pulse  to  114. 
Between  4.30  and  6  30  she  had  three  fits,  and  got  morphia 
sulph.  gr.  h  hypodermically.  She  was  now  showing  slight 
head  retraction.     Breathing  gasping.     No  agitation. 

At  8  P.M.  she  had  a  very  severe  fit  indeed,  necessitating 
chloroform. 
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At  8.10  P.M.  Dr  Lithgow  examined  the  eyes,  but  could  find 
nothing  amiss  in  the  retinse.  Intra-uterine  douche  given  at 
9  o'clock.  Head  retraction  well  developed  at  10  p.m.,  and  fits 
recurring  more  frequently,  and  all  very  severe.  Temperature 
now  105-8°.  At  10.50  patient  "lumbar  punctured."  Fluid 
clear,  but  came  off  at  high-pressure — easily  obtained. 

Temperature  at  11  p.m.,  106-8°. 

Temperature  at  12  midnight,  108°.     Patient  sinking. 

Temperature  at  1  p.m.,  107  . 

At  1.25  patient  died. 

Cerebro-spinal  fluid  shows  streptococci,  and  long  bacilli 
which  look  like  pneumobacilli. 


Time  TaUc 

of 

Fits. 

Before  Admission. 

After  Admission. 

12.10  P.M. 

2.15 

P.M. 

1.20     „ 

3.30 

1.25    „ 

4.40 
5.15 
6.0 
6.30 
6.45 
7.35 
8.15 
8.20 
10 

Very  bad  fit. 

Post-mortem  PtEPORT. 

Body  well  developed  and  well  nourished. 

Breasts  well  developed,  showing  dark  areola,  and  abdomen 
quite  prominent. 

Appendix  adherent  by  apex  to  portion  of  omentum. 
Appendix  extremely  bulbous. 

Large  caseous  mesenteric  glands. 

Kidneys  show  pallor  of  cortex. 

Liver  somewhat  pale,  but  no  obvious  change. 

Stomach  moderately  distended. 
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Left  lung  shows  adhesion  at  apex,  which  is  puckered.  Right 
lung,  no  adhesion.  Both  lungs  show  oedema  and  congestion  at 
bases. 

Heart  muscle  somewhat  soft — no  other  abnormality. 

Brain. — Some  flattening  of  convolutions  and  congestion  of 
vessels.     No  obvious  exudate. 

Excess  of  cerebro-spinal  fluid,  which  appears  clear.  On 
section,  brain  substance  shows  some  cedema. 

Cord. — No  obvious  change. 

Summary. — Old  tubercle  of  left  lung  and  of  mesenteric 
glands.     Congestion  and  oedema  of  brain  and  lungs. 

Early  tuberculous  meningitis  found  on  microscopic 
examination. 

Quite  a  number  of  such  cases  are  on  record.     For  example : — 

Valentine  reports  a  case  of  a  multipara  admitted  to  the 
hospital,  and  eclampsia  was  diagnosed,  and  the  case  treated  as 
such.     The  autopsy  revealed  suppurative  meningitis. 

Budin  reports  a  case  of  a  woman  admitted  to  the  Charity. 
The  diagnosis  was  eclampsia.  Budin  himself  diagnosed 
encephalitis.     The  post-mortem  revealed  meningo-encejDhalitis. 

Crougat  reports  a  case  of  eclampsia  occurring  post-partum. 
The  autopsy  revealed  suppurative  meningitis. 

Wilson  of  Birmingham  reported  an  interesting  case  to  the 
London  Obstetrical  Society,  where  the  diagnosis  was  eclampsia, 
and  where  the  cause  of  the  so-called  eclampsia  was  meningitis. 

Budin  reports  a  further  case.  The  diagnosis  was  eclampsia. 
The  autopsy  revealed  meningitis. 

Brindeau  records  a  case  where  eclampsia  was  first  of  all 
diagnosed,  then  afterwards  meningitis  was  diagnosed  and  con- 
firmed by  lumbar  puncture. 

Brindeau  further  records  a  case  of  a  multipara,  where  a 
provisional  diagnosis  of  eclampsia  was  made.  This  occurred 
post-partum,  as  in  the  former  case.  Lumbar  puncture  revealed 
presence  of  meningitis. 

Numerous   other   cases   have   been  recorded  of  meningitis 
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occurring  during  pregnancy,  but  they  do  not  in  any  way 
simulate  eclampsia,  therefore  I  have  not  made  any  reference  to 
them  here.  Some  of  these  are  recorded  by  Commandeur.  I 
should  like  to  refer  to  one  case  more,  recorded  by  the  same 
author. 

COMMANDEUPt.  Acute  Suppurative  2yneumococcal  and  staphylo- 
coccal ccrchro-simial  'rneningitis.  Pregnancy  seven  and  a 
liatf  months.  Death.  Cccsarean  section  j^ost-mortem. 
Autopsy. 

Woman,  tet.  29,  multipara,  brought  to  Maternity  of  Charite 
Hospital,  Lyons,  6th  February  1905,  at  5  p.m.  Her  state  (she 
was  seven  and  a  half  months  pregnant)  was  as  follows : — She 
presented  symptoms  of  extreme  excitation ;  lying  on  a  couch, 
she  attempted  to  bite  and  to  scratch.  White  foam  escaped  from 
her  mouth,  and  she  projected  her  tongue  to  left  side.  Her 
violence  required  seven  persons  to  hold  her.  At  first  sight  it 
appeared  she  was  an  eclamptic;  her  tongue  was  bitten  in 
several  places,  and  her  face  was  contracted.  Admitted  without 
history. 

Certain  clinical  details  gave  rise  to  a  remark  made  to  the 
staff  of  the  Charite  that  "  it  was  a  case  of  eclampsia  not  like 
the  others  "  In  fact,  what  dominated  the  picture  was  that  the 
delirium  was  one  of  the  most  violent  known. 

At  this  moment  a  rapid  examination  showed  that  the 
temperature  was  38-4'' ;  pulse  about  180,  and  could  hardly  be 
counted.  Urine  was  drawn  off  by  catheter,  and  it  contained 
some  quantity  of  albumen.  No  oedema  of  lower  limbs.  Eyes 
widely  open  and  pupils  dilated,  but  patient  did  not  appear  to 
see  objects  surrounding  her.  She  did  not  reply  to  questions 
put  to  her,  and  she  uttered  hoarse  cries. 

Three  small  wounds  were  noticed  on  her  right  leg, 
resembling  the  bite  of  an  animal,  so  much  so  that  one  might 
well  ask  whether,  in  the  absence  of  any  history,  it  was  not  a 
case  of  human  rabies. 

The  phenomena  of  excitation  seen  upon  admission  did  not 
last  long.  Very  quickly,  at  the  end  of  half  an  hour,  the 
patient  fell  into  a   state   of   complete   coma;   the   respiration 
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suddenly  became  irregular,  and  ceased.  In  spite  of  all 
measures  (venesection,  rhythmic  tractions  on  tongue,  artificial 
respiration,  injections  of  ether  and  of  caffeine)  patient  remained 
cyanosed,  and  nothing  was  able  to  reawaken  the  respiratory 
movements.  Heart  continued  to  beat  for  a  quarter  of  an  hour, 
and  then  ceased.  Directly  she  had  ceased  to  live,  Csesarean 
section  post-mortem  was  performed,  and  a  child  was  extracted, 
which  weighed  1610  grs.,  in  state  of  "apparent  death":  its 
heart  continued  beating  for  forty-five  minutes,  but  it  could  not 
be  reanimated. 

The  following  information  respecting  patient  was  obtained 
next  day : — Her  pregnancy  (about  seven  and  a  half  months)  had 
been  rendered  troublesome  by  vomiting  and  lumbar  pains. 
Lively  and  active  by  nature,  she  had  not  complained  of  any 
malaise.  The  preceding  week  she  had  nursed  her  husband  and 
child,  both  attacked  with  influenza,  and  both  recovered. 

1st  February  (Wednesday),  had  some  rigors  and  a  severe 
headache,  nevertheless  she  got  through  her  work.  On  Saturday 
she  was  about  the  same;  she  had  headache  perpetually,  but  no 
worse.  Sunday,  5th  February,  she  felt  tired,  and  had  to  lie 
down  in  afternoon.  Headache  was  always  predominant 
symptom. 

Monday  morning,  6th  February,  she  had  a  kind  of  convulsive 
attack,  limited  to  face,  and  leading  to  strabismus,  which  per- 
sisted till  morning.  At  this  time  the  delirium  appeared,  which 
increased  till  the  evening,  when  she  v/as  received  into  the 
hospital. 

It  is  worth  noting  that  the  patient  never  had  any  oedema 
of  the  lower  limbs,  nor  visual  troubles,  usually  premonitory  of 
eclampsia. 

Urine  was  normal  in  quantity,  and  very  clear.  Lastly,  the 
placenta  was  carefully  examined,  and  exhibited  no  albuminuric 
lesion.  The  woman,  however,  was  somewhat  addicted  to 
alcohol. 

Autopsy.     T}iirty-six  hours  after  death. 

Liver. — Somewhat  large,  weighing  2  kg.  Upon  section  it 
showed  zones  of   coloration,  paler   than   usual,  corresponding, 
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without  doubt,  to  the  starting-point  of  steatosis.  Spleen, 
kidneys,  heart,  healthy ;  lungs  showed  slight  diffuse  congestion. 

Skull  cap  removed  and  dura  mater  incised.  Drop  of  pus 
first  escaped,  amount  escaping  increased.  Pus  yellowish 
green,  creamy,  occupying  the  arachnoid  space,  and  covering  the 
whole  surface  of  the  hemispheres. 

Sub-arachnoid  spaces  equally  invaded,  but  pus  there  was 
less  creamy  and  more  grumous.  Lateral  ventricles  contained 
sero-purulent  fluid.  Section  of  brain  showed  no  abscesses,  no 
softening,  no  tubercles  or  localised  foci  of  infection. 

Summary. — Diplococci  presenting  aspect  and  characters  of 
culture  of  pneumococcus,  associated  with  pus  with  staphy- 
lococci. 


La  Motte  has  recorded  quite  a  remarkable  case  of  a  woman 
who  was  supposed  to  have  had  eclamptic  convulsions  when 
some  months  pregnant.  The  abdomen  was  so  large,  he  could 
not  at  first  believe  that  her  pregnancy  was  not  at  normal  term. 
Learning  that  she  had  passed  very  little  urine  for  some  days, 
he  attempted  to  use  the  catheter,  but  found  no  response.  He 
introduced  his  hand,  and  ascertained  that  the  resistance  was 
caused  by  the  foetus,  which  was  pressing  upon  the  neck  of  the 
bladder.  He  says: — "I  gently  pushed  the  head  as  high  as 
possible,  and  the  moment  the  neck  of  the  bladder  was  relieved 
of  its  pressure,  there  escaped  such  an  amount  of  urine,  it  was 
thought  impossible  that  the  organ  could  contain  such  a 
quantity.  The  simple  evacuation  of  the  urine  cured  the 
eclampsia,  which  had  threatened  a  fatal  termination." 

In  all  these  cases  it  was  shown  conclusively  that  there  was 
no  toxaemia,  in  the  proper  acceptation  of  the  word,  and  that 
the  patients  died  directly  from  cerebral  disease,  giving  rise  to 
convulsions  which  closely  simulated  eclampsia.  It  will  be 
further  observed  that  these  cases  which  Commandeur  has 
collected  are  meningeal  in  their  origin,  and  mainly  suppura- 
tive.    In  these  cases  eclamptic  symptoms  were  often  wanting, 
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and  certainly  in  none  of  the  cases  were  the  symptoms  so 
pronounced  as  in  these  two  I  have  just  recorded. 

The  convulsions  due  to  meningitis  may  be  distinguished 
from  eclampsia  by  the  history  of  the  infection,  the  presence 
of  hemiplegia  or  other  paralyses,  and  by  the  fact  that  the  urine 
has  not  diminished  in  quantity,  and  does  not  contain  albumen. 
But  I  had  no  such  assistance  in  these  cases,  because  I  could 
get  no  history  from  the  patients,  and  there  was  no  hemiplegia 
or  paralyses  present. 

xVhlfeld,  Olshausen,  Engelman,  Jardine,  Zweifel,  Cato,  and 
Eissman  all  record  cases  of  attacks  of  what  one  might  call 
pseudo-eclampsia,  where,  in  every  case,  many  of  the  essential 
features  in  eclampsia  were  wanting,  and  in  which  the  special 
feature  was  the  extreme  number  of  the  fits,  varying  from 
250  to  500.  These  were  all  what  one  might  call  atypical  cases, 
and  judging  by  these,  one  might  say  that  in  cases  where  the 
number  and  frequency  of  the  attacks  are  marked  from  the 
commencement,  it  would  make  the  diagnosis  of  pure  eclampsia 
somewhat  questionable.  Numerous  fits  and  atypical  symptoms 
suggest  the  likehhood  that  the  case  is  not  pure  eclampsia. 

From  the  cases  to  which  I  have  referred,  it  seems  to  me 
possible  to  have  a  clinical  picture  very  similar  to  that  of 
eclampsia,  occurring  in  cases  of  diseases  of  the  meninges, 
cerebral  tumours,  some  forms  of  epilepsy,  and  hystero-epilepsy. 

It  has  always  been  a  difficulty  to  account  for  the  occurrence 
of  eclampsia  without  any  urinary  change,  especially  albumen, 
but  such  cases  have  been  described  from  time  to  time,  and  they 
are  recorded  in  most  text-books  as  cases  of  eclampsia  without 
albuminuria.  I  believe  that,  recognising  as  is  now  done,  that 
eclampsia  properly  so-called  is  toxic  in  its  origin,  the  absence 
of  albumen  would,  a  priori,  render  the  diagnosis  of  a  pure 
eclampsia  untenable. 

I  believe  that  want  of  differentiation  of  these  cases  has  led 
to  quite  a  number  of  cases  being  recorded  as  eclampsia  which 
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\verc  not  at  all  toxic  in  llioir  origin,  and  no  Joubi  has  led  [o  a 
very  considerable  misinterpretation  of  the  valne  of  various 
methods  of  treatment.  The  cases  which  1  liave  myself  recorded, 
and  the  others  I  have  referred  to,  were  all  sent  in  as  ordinarv 
eclampsias,  and  had  they  continued  to  bo  so  regarded,  the 
result  of  treatmeni  would  in  iheni  have  been  most  misleadino-. 

In  conclusion,  eclampsia  is  known  as  the  "disease  of 
theories";  but  there  is  one  form  of  eclampsia,  namelv,  that 
occurring  dc  novo  after  labour,  and  during  the  puerperium, 
%vhich  does  not  readily  adapt  itself  to  the  more  commonly 
accepted  theories.  Perhaps  it  is  not  going  too  far  to  sucjoest 
that  the  cases  which  I  have  reported,  one  of  which  oricjinated 
dc  7ioro  after  labour,  may  explain  the  occurrence  of  at  least 
some  of  these  obscure  post-partum  eclampsias. 

BlBLIOGKAniY. 

AiiLFELD. — "Zur    rathogeuese    der    Eclampsia."    Zcitsehr.    f. 

Gdmrtsli.  u.  Gijndkol.,  1908,  Ixiii.,  pp.  293,  S24. 
Olsiiausex. — Siwiml.  Klin.  Vortrat/e,  No.  39,  p.  329. 
Engelmax. — Zcntralhl.f.  Gyndhol,  1907,  p.  30G. 
Jardixe. — Journal  of  Obstetrics  and  Gynaecology,  Julv  190G. 
ZwElFEL — Archivf.  Gyndhol,  Bd.  4.  p.  158. 
Cato. — Tidsshrift  for  den  norskc  lagcforcnina.  Xi\  114,  \\  277. 
HiBS^k^.— Zcntralhl.f  GyndkoL,  1903,  No.  oO. 
Meyee-"\Virtz.— .4nvYw/.  GyndkoL,  Bd.  71,  p.  73. 
'K.'LY.m.—ZcntralU.  f  GyndkoL,  1010.  xxxiv.,  p.  1335. 
S^OO.—ZcntralU.  f  GyndkoL,  1909,  p.  G6S. 
Wilson. — Obstetrical  Transactions,  London,  vol.  xliv..  p.  5. 
Valentixe.— .l?iw.  de  Gyn.,  1889,  p.  102. 
BUDIX. — Ann.  de  Gyn.,  1888.  p.  101. 
Croujat. — Socictd  Obstctricale  dc  Paris,  1897. 
Beixdeau.— ^ocuv'c'  Obstctricale  dc  France,  1904. 
La   'Motty..— American   System    of  Gynmcology  and   Obstetrics, 

vol.  ii.,  p.  79. 


6-i       PSEUDO-ECLAMPSIA,    BY   PEOF.    SIE   J.    HALLIDAY   CEOOM. 

Faiebairx  and  Caeyek. — Proceedings,  Eoyal  Society  of  Mcdici-ne, 

vol.  i.,  part  2. 
EUBIXTSCHICK. — ZentralU.f.  Gyndh.,  Xo.  38,  1912. 
CoMMANDEUE.— Z'O&s^e^Wjwe,  1906,  Xo.  13,  p.  289. 


Dr  Berry  Hart  said  the  paper  was  a  most  interesting 
one,  and  he  supposed  Sir  Halliday  Groom  had  neYer  been 
so  surprised  in  his  life  as  when  he  got  the  post-mortem  results 
in  that  case. 

Sir  Halliday  Groom. — Xever,  honestly. 

Dr  Berry  Hart. — And  any  other  man  in  the  same  position 
would  have  been.  It  was  very  remarkable  to  have  the 
pregnancy  occurring  with  the  tumour.  It  seemed  as  if  it 
had  before  that  aftected  the  deep-seated  fibres  without 
actually  causing  irritation.  The  explanation  given  that  it 
was  due  to  the  debauch  was  probably  the  most  feasible. 
One  wondered  if  an  X-ray  examination  might  not  have 
detected  something.  It  was  specially  important  in  this  case 
that  there  was  a  post-mortem  examination,  otherwise  it  would 
have  been  said  that  one  could  get  eclampsia  without  any 
toxic  disturbance  whatever.  The  reader  of  the  paper  was  to 
be  congratulated  on  getting  such  a  unique  and  valuable  case. 

Dr  J.  W.  Ballantyne  quite  agreed  with  Dr  Berry  Hart 
that  Sir  Halliday  Croom  had  given  an  exceedingly  valuable 
record.  He  went  back  in  memory  to  cases  in  which  confusion 
had  arisen  with  regard  to  the  diagnosis  of  eclampsia.  Some 
years  ago  he  remembered  being  greatly  puzzled  by  a  case 
which  he  saw  at  Abbeyhill  with  Dr  Smith.  He  was  telephojied 
for  and  was  told  the  patient  had  had  one  eclamptic  seizure. 
The  cliild  was  born  and  then  nothing  very  important  happened. 
Xo  albumen  was  present  in  the  urine,  and  both  he  and  Dr 
Smith  were  very  much  puzzled  to  account  for  the  fit.  He 
watched    the   patient   for    a    considerable   number   of    hours, 
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but  nothing  more  happened.  He  lieard  nothing  further 
about  the  case  for  some  six  weeks,  and  then  he  met  Dr  Smith, 
who  told  him  the  sequel.  The  patient  made  a  good  recovery 
from  her  confinement,  went  away  to  the  country  for  a  change 
of  air,  and  shortly  after  returning  home  took  a  fit,  accompanied 
by  left-sided  paralysis,  and  tlied.  Dr  Ballantyne  had  no  duubt 
that  the  first  fit  was  an  apoplectic  seizure,  and  the  second 
was  of  the  same  nature.  There  was  no  post-mortem 
examination. 

Dr  Nicholson  would  perhaps  remember  a  case  which 
occurred  some  three  years  ago  in  the  Eoyal  Maternity 
Hospital  resembling  Sir  Halliday  Groom's,  and  in  which 
the  fits  were  anomalous.  There  was  no  albumen  in  the 
urine  as  far  as  he  remembered.  They  were  very  much 
puzzled  as  to  the  nature  of  the  case,  and  suspecting  hystero- 
epilepsy  it  was  arranged  to  put  screens  round  the  patient's 
bed,  and  then  for  both  doctors  and  nurses  to  retire  behind  them 
to  see  if  the  fits  ceased ;  he  mentioned  this  in  order  to 
show  the  great  doubt  there  was  as  to  the  nature  of  the 
convulsions.  In  that  case  there  was  a  post-mortem,  and 
it  was  said  to  be  an  instance  of  gumma  of  the  brain. 

The  whole  question,  however,  of  convulsions  in  connection 
with  labour  in  cases  other  than  eclampsia  is  left  very  much 
where  it  was.  If  there  are  convulsions  in  connection  with 
labour,  he  thought  they  should  do  as  Sir  Halliday  Groom 
did  and  treat  the  case  as  if  it  were  eclampsia.  There  were, 
however,  sufficient  cases  of  eclampsia  without  albuminuria  on 
record  to  make  one  willing  to  believe  that  there  was  such 
a  thing  as  true  eclampsia  without  the  usual  kidney  manifesta- 
tions. It  was  very  rare  in  Edinburgh,  but  he  was  not  sure 
that  they  were  in  a  position  to  say  it  did  not  occur  elsewhere. 
The  Professor  of  Midwifery  in  Madras  had  told  him  that 
they  had  true  eclampsia  without  alljumiuuria,  and  in  America 
these  cases  seemed  to  occur.     He   thought  the  safe  rule  was 
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to  regard  the  condition  of  convulsive  seizures  as  eclampsia 
and  treat  it  accordingly,  unless  there  was  something  strikingly 
suggestive  of  another  lesion.  The  post-mortem  examination 
in  the  case  under  discussion  made  it  exceedingly  valuable. 

Br  W.  Fordyce  said  he  had  listened  to  the  paper  with  very 
great  interest.  He  would  like  to  know  if  there  was  any 
haemorrhage  into  the  tumour,  which  might  have  accounted 
for  the  very  sudden  onset  of  the  symptoms.  The  stooping 
of  the  patient  in  lifting  potatoes  might  cause  some  intracranial 
pressure  which  might  account  for  the  symptoms.  Sir  Halliday 
Groom  had  kindly  shown  him  the  specimen  at  the  time  of 
the  post-mortem  examination,  and  he  had  wondered  since  if 
there  was  any  hoemorrhage.  When  he  saw  it  the  brain  had 
not  been  cut  into. 

With  regard  to  the  other  classes  of  cases,  such  as  meningitis, 
to  which  Sir  Halliday  Groom  referred,  and  the  case  to  which 
Dr  Ballantyne  referred,  he  (Dr  Fordyce)  had  seen  patients 
admitted  to  hospital  with  symptoms  of  eclampsia  in  so  far  as 
they  were  comatose  and  suffering  from  convulsions,  and  on 
post-mortem  examination  an  intracranial  haemorrhage,  apoplectic 
in  character,  was  discovered.  That  ought  to  be  kept  in  mind 
in  those  cases  where  there  is  no  alljumen  in  the  urine.  If 
cases  of  eclampsia  without  albuminuria  are  to  be  considered 
as  cases  of  true  eclampsia,  a  very  wide  field  is  opened  up. 
He  personally  did  not  believe  that  it  is  a  real  case  of  eclampsia 
where  the  urine  is  without  albumen. 

Dr  Oliphmit  iVirJiolson,  referrmg  to  the  question  of  puerperal 
convulsions  without  albuminuria,  said  that  some  cases  of  that 
kind  might  be  due  to  chronic  kidney  disease.  A  woman  with 
a  small  contracted  kidney  might  develop  convulsions  during 
pregnancy  which  were  entirely  ura^mic  in  origin.  A  case  of 
that  kind  might  quite  well  be  mistaken  for  one  of  true 
eclampsia,  and  in  such  a  condition  albumen  might  be  absent 
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from  the  urine,  or  only  present  in  the  merest  trace.  Moreover, 
the  eclamptic  toxaemia  might  be  superadded  to  this  type  of 
kidney,  and  then  he  thought  there  might  not  always  be 
albuminuria.  Still  in  genuine  eclampsia  one  did  expect  to 
find  albumen,  because  it  so  happened  that  the  toxin  acted  on 
the  renal  circulation  in  such  a  way  that  tliis  symptom  could 
hardly  fail  to  arise.  In  many  other  toxaemias,  however, 
albumen  did  not  appear  in  the  urine. 

Dr  Lamoncl  Lackie  said  a  most  interesting  point  was  the 
very  remarkable  suddenness  of  the  symptoms.  One  could 
not  understand  a  tumour  of  that  size  without  any  symptoms 
at  all.  In  cases  of  frontal  tumour,  the  patient  suffers  as  a 
rule  from  sickness,  headache,  and  blindness,  and  sometimes 
tends  to  be  imbecile.  He  would  like  to  know  if  there  was 
no  history  of  mental  symptoms.  One  could  understand  in 
acute  cases,  such  as  meningitis,  sudden  symptoms;  but  one 
could  hardly  think  that  a  little  debauch  of  a  few  glasses  of 
beer  in  the  afternoon  could  be  the  cause.  That  to  him  was 
the  most  interesting  point  in  the  case. 

Dr  H.  S.  Davidson  was  struck  with  two  points  in  the  case. 
One  was  the  history  of  the  Babinski  sign  in  one  foot.  The 
Babinski  sign  was  always  an  indication  of  organic  disease  in 
the  upper  motor  neuron,  and  suggested  that  the  patient's 
nervous  system  should  be  fully  examined.  Personally  he 
thought  in  all  cases  of  eclampsia  the  nervous  system  should 
be  examined.  The  other  point  was  that  lumbar  puncture 
should  be  performed  constantly  in  these  cases.  It  is  done 
very  frequently  and  usually  as  a  method  of  treatment,  but  is 
useful  as  a  method  of  differential  diagnosis.  In  many  cases 
intracranial  pressure  is  relieved  by  a  lumbar  puncture. 

Dr  James  Young  said  one  point  had  suggested  itself  to 
him  after  what  Dr  Davidson  and  Dr  Fordyce  had  said.  Was 
it  possible  that  the  haemorrhage  referred   to  by  Dr   Fordyce 
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might  not  be  associated  with  eclampsia  ?  Within  the  last  few 
months  he  had  had  the  opportunity  of  reading  in  a  German 
journal  some  cases  in  which  eclampsia  was  associated  with 
haemorrhage  in  various  parts  of  the  body;  in  one  of  these 
cases  the  hasmorrhage  had  developed  in  the  brain,  and  the 
pathological  examination  showed  it  to  be  extremely  like  an 
apoplexy.  The  history  in  that  case  was  very  definitely 
diagnostic  of  eclampsia,  in  that  there  were  fits  ending  in  coma. 
There  was  marked  albumen  in  addition  to  the  cerebral 
symptoms,  and  also  paralysis  on  one  side  of  the  body.  The 
diagnosis  of  hsemorrhage  due  to  convulsive  seizures  was  made 
with  a  fair  measure  of  certainty. 

Dr  M.  R.  Drennan  said  what  occurred  to  him  was  that  the 
fundal  condition  seemed  to  be  very  extraordinary.  In  brain 
tumour  one  fact  is  that  optic  neuritis  is  always  present ;  it  is 
one  of  the  cardinal  symptoms.  It  was  curious  that  this  case 
did  not  show  it.  In  the  Maternity  Hospital  it  was  difficult 
to  find  out  these  fundal  symptoms,  but  it  seemed  extraordinary 
that  there  was  no  neuritis  when  there  was  a  brain  tumour. 
That  point  seemed  to  want  clearing  up. 

The  President  said  the  Society  was  very  much  indebted  to 
Sir  Halliday  Groom  for  the  interesting  record  of  his  case;  it 
would  add  greatly  to  the  value  of  the  Transactions. 

Sir  Halliday  Croom  in  reply  said,  in  the  first  place,  he  had 
to  thank  Dr  Berry  Hart  for  his  remarks  on  his  paper. 

With  regard  to  Dr  Ballantyne,  he  did  not  think  that  one 
could  have  a  case  of  eclampsia  without  symptoms  in  the  urine. 
It  is  a  disease  which  varies,  but,  at  the  same  time,  he  did  not 
think  one  could  accept  it  as  being  a  toxaemia  unless  something 
is  found  in  the  urine.  One  had  been  in  the  habit  of  teaching 
that  there  is  such  a  tlung  as  eclampsia  without  albuminuria, 
but  he  thought  these  cases  without  albumen  must  be  considered 
as  pseudo-eclampsia. 
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Dr  Davidson  referred  to  the  Babinski.  Ho  (Sir  Halliday 
Croom)  was  very  much  struck  with  it,  but  on  inquiry  he  found 
that  one  need  not  necessarily  from  the  Babinski  alone  diagnose 
a  cerebral  tumour.  That  was  absolutely  the  only  thing  they 
had. 

He  did  not  think  that  Dr  Nicholson  could  call  it  a  case  of 
uraemia.  They  are  totally  different,  and  therefore  urgemic 
convulsions  do  not  have  the  same  character  as  those  due  to 
brain  tumour. 

With  regard  to  the  interesting  point  raised  by  Dr  Drennan 
he  regretted  to  say  that  that  is  the  one  weak  point.  Dr  Hunter 
and  he  had  not  the  opportunity  of  using  the  ophthalmoscope 
to  settle  the  question.  Although  they  found  nothing  visually 
there  was  no  time  to  use  the  ophthalmoscope. 


VII.  SHORT  NOTES  ON  FIVE  PATIENTS  WHO  SUFFERED 
FROM  ECLAMPSIA. 

By  Geoege  R.  Livingston,  M.D.,  Surgeon,  Dumfries  and 
Galloway  Royal  Infirmary. 

Mr  President  and  Gentlemen, — I  feel  that  I  must  make  some 
explanation,  I  had  almost  said  apology,  for  my  presence  here 
to-night.  It  is  not  in  the  course  of  things,  possibly,  for  a 
general  practitioner,  working  in  the  country,  to  evolve  new 
theories  regarding  the  causation  of  eclampsia,  or  to  bring  forth 
in  convincing  demonstration  new  forms  of  treatment  for  that 
terrible  scourge  met  with  in  obstetrical  practice.  It  is  only, 
however,  by  the  record  of  cases  as  they  occur,  and  by  the 
careful  study  and  discussion  of  such  records,  that  we  can 
hope  to  advance  accurate  knowledge  of  the  condition  ;  and  it 
is  only  when  we  have  a  truer  conception  of  the  disease  that 
we  can  hope  to  agree  regarding  the  best  lines  upon  which  to 
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base  our  treatment  of  this  perplexing  complication  of  pregnancy. 
For  my  communication  to-night  I  have  merely  pieced  together 
the  notes  of  my  cases  taken  as  they  occurred.  I  have  the 
more  assurance  in  bringing  these  notes  before  you  in  this,  that 
a  few  of  my  colleagues,  who  have  heard  the  history  of  these 
cases,  have  urged  me  to  publish  them,  because  they  are  the 
notes  of  a  condition  which  is  undoubtedly  rare  in  country 
districts;  and  there  are  several  points  that  are  of  somewhat 
unusual  interest. 

Suminary. 

Case  I.  Fits   commenced    at    full   time,  treated   with    Hypo. 

Morph.  Sulph.     Delivered  of  healthy  child.     Ptecovery. 
Case  II.  Fits  commenced  during  labour,  treated  with  Morph. 

Sulph.     Eecovery. 
Case  III.  Fits   commenced  shortly  before   labour.      First    fit 

followed  by  an  attack  resembling  insanity.     Treated  with 

Morph.  Sulph.     Eecovery. 
Case  IV.     Patient  had  eclampsia  in  four  successive  pregnancies. 

(1)  Fits  and  miscarriage  about  fourth  month. 

(2)  Fits  and  miscarriage  about  sixth  month.     Morph. 

Sulph. 

(3)  Fits  and  miscarriage  about  seven  and  a  half  months. 

Pulmonary  hsemorrhage  during  fit.     Morph.  Sulph. 

(4)  Thyroid   extract   during    pregnancy.      Fits   at   full 

time.      Morph.    Sulph.      Delivery    under    CHCI3. 
Death. 
Case  V.  Primipara  over  30 ;   small  pelvis.     Cesarean  section. 
Healthy  child.     Eecovery. 

Case  I. — While  acting  as  locum  tencns  shortly  after 
graduation,  I  was  called  to  see  a  patient  who  was  said  to  be 
in  labour,  and  who  was  stated  to  have  taken  a  fit.  On  my 
arrival  I  found  that  the  patient  had  had  three  distinct  fits. 
She  belonged  to  the  poorer  peasant  class,  and  although  a  well- 
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formed  woman,  was  imdorfod,  and  indeed  appeared  to  be  half 
starved. 

She  had  been  under  medical  treatment  for  indigestion,  from 
which  she  had  suffered  during  the  early  months  of  her 
pregnancy.  She  did  not  appear  to  have  obtained  much  relief 
from  the  treatment  adopted,  but  her  food  had  been  scanty  and 
unsuited  to  her  condition. 

The  fits  were  described  to  me  by  the  neighbours  present. 
They  told  me  that  the  patient  had  complained  of  vague  pains 
and  much  depression  for  some  days,  and  that  she  thought  she 
would  not  get  over  this  confinement,  which  was  her  sixth. 
She  had  also  suffered  from  severe  headache,  and  her  friends 
had  been  much  struck  by  her  gloomy  and  depressed  manner. 
Naturally  she  was  of  a  cheerful  and  bright  disposition. 

Labour  set  in  and  the  pains  became  fairly  strong  and 
regular.  A  medical  man  had  not  been  engaged,  as  it  was  not 
the  intention  of  the  patient  to  have  a  doctor  as  she  had  never 
had  one  in  any  of  her  previous  confinements.  The  neighbours 
who  were  with  her,  first  noticed  twitching  about  her  eyelids 
and  face.  The  head  rolled  from  side  to  side,  and  the  arms  were 
thrown  from  side  to  side.  The  whole  body  became  contorted. 
The  breathing,  they  said,  then  became  very  heavy,  the  con- 
vulsive movements  at  the  same  time  passing  off.  The  patient 
lay  breathing  heavily  and  apparently  unconscious,  at  all  events 
they  were  unable  to  rouse  her.  As  they  were  all  very  much 
alarmed  they  sent  off  for  the  priest  and  the  doctor.  When  I 
arrived,  I  found  the  priest  had  been,  and  had  left  after  having 
administered  the  last  rites  of  his  Church  to  the  unconscious 
woman. 

The  patient,  when  I  first  saw  her,  was  quite  unconscious, 
the  pupils  contracted,  and  the  conjunctival  reflexes  gone, 
and  the  breathing  stertorous.  While  I  was  listening  to  the 
history  of  the  case,  as  told  by  the  neighbours,  the  patient  took 
a  fourth  fit,  and  I  was  therefore  able  myself  to  observe  the 
sequence  of  its  various  phases.  The  fit  seemed  to  commence 
with  some  twitching  about  the  mouth,  but  the  involvement  of 
the  other  face  muscles  followed  so  rapidly  that  it  was  not  easy 
to  say  in  which    muscles   the   fit   actually   commenced.     The 
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expression  became  that  of  a  ghastly  grin  of  a  person  apparently 
making  heroic  but  fruitless  efforts  to  speak.  The  eyes  were 
rolled  up  and  the  whites  showing  under  the  lids  gave  the 
patient  a  most  unpleasant  expression.  The  face  and  neck  were 
very  markedly  cyanosed.  The  arms  were  brought  violently 
across  the  chest,  and  the  legs  flexed  and  extended  with  great 
rapidity.  The  breathing  became  more  deeply  stertorous,  the 
patient  remaining  quite  unconscious.  I  administered  h  gr. 
morph.  sulph.  hypodermically.  Within  thirty  seconds  the 
patient  was  lying  absolutely  still  and  apparently  lifeless,  and 
I  must  confess  some  apprehension  arose  in  my  mind  as  to  the 
wisdom  of  the  treatment  I  had  adopted.  Before  the  injection 
the  patient  had  at  least  some  visible  signs  of  life,  but  now  all 
the  visible  manifestations  of  life  seemed  to  have  departed. 
This,  however,  was  the  treatment  employed  in  the  Rotunda  at 
that  time,  and  many  authorities  had  written  advocating  it  in 
the  medical  journals. 

Urine  had  apparently  been  passed  involuntarily.  I  passed 
a  catheter,  but  found  the  bladder  empty.  Later  I  obtained  a 
sample  and  found  it  was  loaded  with  albumen. 

On  making  a  vaginal  examination  I  found  the  os  fully 
dilated  and  the  head  well  down  in  the  pelvis.  I  ruptured  the 
membranes  and  in  about  five  to  ten  minutes  the  head  was  born, 
and  with  little  assistance  the  body  followed.  The  mother 
lay  deeply  comatose,  breathing  stertorously,  and  I  therefore 
attended  to  the  child.  The  child's  heart  was  beating  very 
feebly  and  irregularly,  and  it  made  no  efforts  at  respiration. 
Having  cleared  the  throat  of  mucus,  I  proceeded  to  induce 
respiration  by  the  Schultse's  method.  After  about  a  quarter 
of  an  hour  the  child  began  to  give  evidence  of  life,  and  I 
was  able  to  hand  it  over  to  one  of  the  neighbours.  During 
the  time  I  was  thus  occupied,  the  mother  lay  in  the  same 
comatose  condition  in  which  she  had  been  when  the  birth  was 
completed.  Judging  from  the  small  amount  of  discharge  from 
the  vulva  I  had  concluded  there  was  no  hsemorrhage  going  on, 
and  on  feeling  the  fundus  through  the  abdominal  wall  I  found 
the  uterus  well  contracted. 

The  least  possible  pressure  was  sufficient  to  express  the 
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placenta.  I  then  wasliou  the  woman  up,  and  having  got  such 
clean  articles  as  her  poverty-stricken  surroundings  allowed,  I 
placed  them  underneath  her.  By  the  time  I  had  finished,  the 
patient  was  breathing  less  stertorously.  Her  pulse  was  80  and 
quite  steady,  and  I  began  to  congratulate  myself  on  so  happy 
an  ending  to  such  an  anxious  case.  As  I  was  preparing  to 
leave  the  house  about  two  hours  after  the  fit  I  have  described, 
without  warning  of  any  kind,  the  whole  body  was  again  thrown 
into  convulsions.  Being  now  at  all  events  impressed  with  the 
power  of  the  drug,  I  administered  I  gr.  morph.  sulph.  hypo- 
dermically.  AVithin  thirty  seconds  all  convulsive  movements 
had  ceased,  and  the  patient  lay  deeply  comatose,  in  a  condition 
which  lasted  for  fully  two  hours,  it  being  quite  impossible  to 
.rouse  her  during  that  time. 

She  was  very  stupid  for  some  days,  and  indeed  it  was  a 
week  or  more  before  her  mental  condition  was  quite  normal. 
The  patient  improved  steadily  with  little  medical  treatment, 
beyond  that  which  was  necessary  to  keep  her  bowels  acting 
regularly. 

I  wish  at  this  stage  to  draw  particular  attention  to  the 
mental  condition  following  these  fits,  because  in  all  the  patients 
I  have  attended  this  has  been  a  very  marked  feature,  and  I 
shall  refer  to  this  point  again. 

Case  II. — The  second  case  of  eclampsia  which  I  was  called 
upon  to  treat  came  under  my  observation  when  acting  for  a  doctor 
in  a  country  district.  The  patient,  a  multipara,  was  one  by 
whom  the  doctor,  for  whom  I  was  acting,  had  been  engaged  to 
attend.  The  only  information  I  had  from  him  was  that  her 
labours  were  always  easy,  and  that  the  woman  who  had  to 
attend  to  her  was  a  very  decent  and  reliable  person,  and  would 
not  send  for  me  before  my  presence  was  necessary.  I  did  not 
myself  see  the  patient  until  she  was  actually  in  labour.  The 
pains  were  coming  every  few  minutes,  and  indeed  hardly 
seemed  to  leave  her.  The  "  handy  woman  "  had  proved  herself 
to  be  a  decent  and  reliable  person. 

On  making   a  vaginal  examination  I  found    the  os  fully 
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dilated.  I  ruptured  the  membranes.  The  pams  became 
quiescent  for  a  short  time  and  then  began  again  with  renewed 
vigour.  I  had  been  in  the  room  somewhere  about  an  hour 
when  I  noticed  the  patient's  expression  change.  Up  to  that 
time  there  had  been  nothing' to  attract  attention,  or  to  lead  one 
to  suspect  the  confinement  would  be  other  than  normal.  The 
woman  was  a  well-developed  person,  and  appeared  to  be  of 
a  healthy  and  sound  constitution.  This  was  her  fourth 
pregnancy.  The  eyes  opened  widely  and  the  gaze  became 
fixed.  For  the  moment  it  appeared  as  if  something  behind  me 
had  attracted  the  patient's  attention,  and  she  seemed  surprised 
but  unable  to  speak.  The  expression  rapidly  changed  to  one 
of  anxious  horror.  The  head  was  rolled  from  side  to  side  on 
the  pillow,  and  the  arms  crossed  and  recrossed  over  the  chest. 
The  convulsive  movements  rapidly  affected  the  whole  of  the 
muscles  of  the  body.  The  pupils  were  widely  dilated  and  the 
conjunctival  reflex  gone,  and  the  patient  quite  unconscious. 
As  the  convulsions  passed  off  the  breathing  became  stertorous, 
the  patient  remaining  in  a  state  of  deep  stupor.  The  child 
had  now  reached  the  perineum,  and  the  uterine  contractions 
were  strong  and  almost  constant.  As  it  was  quite  evident 
that  nature  unaided  would  very  rapidly  complete  the  labour 
I  did  not  apply  forceps,  and  indeed  the  child  was  born  before 
I  could  have  done  so.  Just  before  the  head  was  born  the 
woman  had  another  fit.  I  was  just  in  the  act  of  injecting 
I  gr.  morph.  sulph.  subcutaneously  when  it  commenced.  This 
fit  was  less  severe  and  appeared  to  last  a  shorter  time  than 
the  previous  one;  but  the  state  of  stupor  continued,  and 
was  followed  by  marked  mental  derangement  which  lasted 
for  some  days.  The  termination  of  the  labour  was  exceedingly 
easy. 

The  child,  a  healthy  male,  gave  no  anxiety,  and  the  placenta 
came  away  from  the  vagina  with  the  least  possible  pressure  on 
the  fundus.  There  was  very  little  hsemorrhage,  and  the  uterus 
remained  well  contracted. 

As  my  term  of  duty  as  locum  tenens  ended,  the  patient  was 
only  under  my  own  observation  for  the  next  ten  days,  during 
which  time  albumen  was  present  in  her  urine  ;  but  her  condition 
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during  that  tiiiio  was  otherwise  satisfactory,  and  I  afterwards 
learned  that  she  remained  in  good  health. 

Case  III. — While  acting  during  the  summer  of  1898  for  a 
doctor  in  a  village  in  Perthshire,  I  was  called  to  see  a  woman  of 
advanced  pregnancy  who  was  stated  to  have  had  a  fit.  I  saw 
the  patient  as  soon  as  possible,  and  found  her  walking  about 
the  room  in  a  somewhat  excited  state.  She  had  taken  a  violent 
prejudice  against  her  husband  and  would  not  let  him  enter  her 
room.  She  was  a  well-made,  muscular  woman,  and  had  not  the 
appearance  of  a  patient  one  would  associate  with  hysteria. 
From  her  friends  I  learned  that  this  was  her  third  pregnancy, 
and  that  according  to  her  calculations  she  was  about  a  fortnight 
off  full  time.  Her  wild  and  excited  manner,  and  her  rambling, 
incoherent  conversation  at  once  attracted  attention.  After 
some  coaxing  she  consented  to  go  to  bed.  On  examination  I 
found  the  usual  signs  of  advanced  pregnancy.  On  palpating 
the  uterine  tumour  I  found  the  breech  of  the  child  was  upper- 
most with  the  back  to  the  mother's  left,  and  the  head  could  be 
palpated  low  down  in  the  pelvis.  On  auscultation  the  foetal 
heart  could  be  distinctly  heard  beating  vigorously.  So  far  as 
I  could  make  out  there  were  no  uterine  contractions.  Bi- 
manually  I  found  the  os  barely  admitted  the  tip  of  the 
finger. 

The  relatives  informed  me  that  up  to  the  time  of  the 
seizure  she  had  been  in  good  health,  and  that  they  had  noticed 
nothing  unusual  about  her.  While  sitting  in  her  chair,  without 
any  cry  or  warning  of  any  sort,  she  suddenly  became  stiff  and 
her  eyes  fixed.  She  then  began  to  work  with  her  arms  and  legs 
and  rolled  her  head  about.  The  whole  seizure  lasted  but  a 
few  minutes,  and  during  that  time  she  appeared  to  be  quite 
unconscious.  She  was  quite  black  in  the  face,  they  said,  and 
her  breathing  was  very  heavy  and  laboured.  It  gradually 
became  more  regular  and  she  regained  consciousness,  but  had 
remained  in  the  excited  state  in  which  I  saw  her.  Urine  had 
been  passed  involuntarily,  and  I  was  therefore  unable  to  obtain 
a  specimen  of  it  at  this  time,  and  I  did  not  feel  at  the  moment 
justified   in   forming   a   definite  diagnosis   of   eclampsia.     The 
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patient  was  an  exceedingly  well-made,  buxom  country  woman, 
and  while  it  seemed  from  her  excited  appearance  that  she 
might  possibly  be  suffering  from  hysteria,  she  did  not  seem  a 
likely  subject  for  such  a  condition,  and  there  was  no  previous 
history  pointing  to  anything  like  hysterical  tendencies.  On  the 
contrary,  from  the  history  I  obtained  from  her  friends,  she 
seemed  when  in  her  usual  health  an  exceedingly  placid  mortal. 
Her  evident  delusions  about  her  husband  suggested  a  possibility 
of  a  commencing  attack  of  puerperal  insanity.  I  ordered  a 
sharp  purge,  and  prescribed  a  mixture  containing  chloral  and 
bromide  to  be  taken  every  two  hours.  I  also  gave  directions 
that  as  soon  as  possible  a  specimen  of  her  urine  should  be 
obtained  and  sent  to  me.  A  specimen  was  sent  to  me  late  in 
the  evening,  and  I  found  it  almost  solid  on  boiling.  I  saw  the 
patient  later  in  the  evening.  She  looked  much  better  and 
said  she  felt  all  right.  She  seemed  to  have  no  recollection  of 
what  had  happened,  and  thought  her  friends  were  making  an 
unnecessary  amount  of  fuss  about  her ;  but  she  still  seemed  to 
cherish  some  grudge  against  her  husband.  Her  pulse  and 
temperature  were  normal.  Shortly  before  retiring  to  rest, 
I  was  called  again  and  found  the  patient  in  a  typical  fit. 
When  I  entered  her  bedroom  she  was  lying  twitching  all  over. 
Her  head  was  rolled  about  from  side  to  side ;  the  muscles  of 
the  arms,  trunk,  and  legs  twitching  very  markedly.  The  pupils 
were  somewhat  contracted  and  did  not  react  to  light.  The 
conjunctival  reflex  was  absent.  The  fit  gradually  passed  ofif, 
the  breathing  becoming  stertorous.  Her  friends  said  that  the 
fit  she  had  had  before  my  arrival  closely  resembled  this  one. 
I  at  once  administered  |  gr,  morph.  sulph.  hypodermically. 
Within  a  few  minutes  all  signs  of  the  fit  had  passed  off,  and 
the  patient  lay  apparently  sound  asleep,  her  breathing  perfectly 
regular ;  but  I  could  not  rouse  her  in  any  way.  The  patient's 
house  was  at  the  foot  of  the  doctor's  garden,  and  I  therefore 
returned  to  make  arrangements  for  spending  the  night  at  my 
patient's  house.  On  my  return  about  a  quarter  of  an  hour 
later  I  found  labour  had  not  only  set  in  but  was  nearly 
completed.  The  child,  a  healthy  male,  was  born  shortly 
afterwards,  the  placenta  following  in  about  fifteen   minutes. 
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There  was  practically  no  hsemorrhage.  The  patient  remained 
in  a  state  of  semicoma  for  ahout  twenty-four  hours,  during  the 
earlier  part  of  which  she  could  not  be  roused.  Later  she  could 
he  roused  but  at  once  dropped  oft'  to  sleep.  For  a  few  days  her 
mental  cerebration  remained  in  a  drowsy,  sluggish  condition, 
her  delusions  about  her  husband  being  present.  This  eventually 
passed  off"  and  she  made  a  satisfactory  recovery  She  was 
under  observation  with  albuminuria  for  some  weeks,  but  this 
gradually  cleared  off". 

Case  IV. — The  fourth  patient  is  in  some  respects  the  most 
interesting.  In  the  autumn  of  1899  I  was  called  to  see  a 
patient  who  was  said  to  be  over  six  months  pregnant,  and  who 
was  stated  to  have  taken  fits.  I  saw  the  patient  shortly  after- 
wards. I  found  her  laughing  and  crying  in  a  hysterical 
manner.  From  the  description  given  by  the  friends,  the 
patient  seemed  to  have  had  an  eclamptic  fit.  The  swollen 
condition  of  the  lower  eyelids  and  lips  at  once  attracted  atten- 
tion. I  could  not  obtain  a  specimen  of  her  urine,  as  it  had 
been  passed  involuntarily  during  a  fit.  Later,  I  found  it  was 
very  scanty  in  amount  and  contained  albumen.  I  prescribed 
a  mixture  of  chloral  and  bromide  and  a  sharp  purge.  I  found 
from  the  inquiries  I  made  of  her  friends,  that  this  was  the 
second  pregnancy ;  that  the  first,  some  eighteen  months  before, 
ended  in  a  miscarriage  at  about  the  fourth  month,  and  appar- 
ently from  what  they  said  she  had  a  fit  then.  I  saw  the 
patient  occasionally  during  the  evening.  She  was  dull  and 
drowsy  and  was  only  roused  with  difficulty.  Her  pupils 
were  normal  and  the  conjunctival  reflex  was  present. 
I  injected  ^  gr.  morph.  sulph.  hypodermically,  and  saw 
the  patient  about  five  hours  later.  Her  condition  was  the 
same.  She  had  had  no  fits  in  the  interval.  There  were  no 
signs  of  commencing  labour,  and  I  could  not  satisfy  myself 
that  the  foetus  was  alive.  Shortly  after  my  visit  fits  com- 
menced. They  were  not  at  first  so  severe  as  those  which  had 
occurred  previously,  but  increased  rapidly  in  frequency  and 
severity  and  became  almost  constant.  I  was  sent  for,  and 
on  my  arrival  found  the  patient  had  been  delivered  of  a  six 
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months'  foetus,  placenta  and  membranes  having  come  away 
also.  There  was  a  fair  amount  of  discharge  but  the  haemorrhage 
was  not  excessive.  The  patient  was  quite  unconscious;  the 
pupils  were  contracted  and  the  conjunctival  reflex  was  gone; 
the  face  and  neck  were  very  markedly  cyanosed,  and  her 
breathing  was  stertorous.  This  condition  lasted  some  hours, 
but  passed  off  gradually.  The  convalescence  was  slow,  but 
the  patient  made  a  good  recovery.  A  point  of  some  interest 
is  perhaps  worth  recording.  Daring  the  same  week  two  other 
women  in  the  village  had  eclamptic  fits  during  their  confine- 
ments.    The  weather  at  the  time  was  very  close  and  sultry. 

Three  and  a  half  years  later  I  was  called  to  see  this  woman. 
She  had  not  required  medical  attention  in  the  interval,  but  I 
had  seen  her  occasionally  when  in  the  village,  and  during  that 
time  she  was  in  good  health.  She  had  always  been  a  strong, 
healthy  woman,  and  before  her  first  attack  had  never  known  a 
day's  ill-health.  She  had  for  seven  years  before  her  marriage 
been  rural  post-runner,  and  never  missed  a  day  on  account  of 
health.  If  the  history  I  obtained  from  her  mother,  who  was 
an  intelligent  woman,  was  correct,  she  had  a  fit  during  a 
miscarriage  between  the  fourth  and  fifth  months  of  her  first 
pregnancy.  She  was  not  attended  by  any  doctor  at  that  time, 
as  the  whole  thing  was  over  so  rapidly  they  had  no  time  to 
send  for  one ;  and  the  observation  may  or  may  not  have  been 
correct.  In  her  second  pregnancy,  some  eighteen  months  after 
the  first,  she  miscarried  between  the  sixth  and  seventh  month 
and  I  myself  attended  her,  and  I  have  described  her  condition 
on  the  various  occasions  upon  which  I  then  saw  her;  and 
again  some  three  years  later,  I  was  called  to  attend  her  during 
the  termination  of  her  third  pregnancy.  This  is  exceedingly 
interesting,  for  in  her  I  had  a  patient  who  was  sufiering  from 
eclampsia,  and  had  had  an  attack  certainly  in  one,  and  possibly 
in  two  previous  pregnancies. 

I  was  called  in  to  see  her  about  7.30  p.m.  on  14tli  April 
1903,  and  saw  her  soon  afterwards.  She  was  quite  conscious 
when  I  saw  her,  l)ut  heavy  and  drowsy.  During  my  examina- 
tion of  her  she  took  a  fit.  There  was  no  cry,  but  otherwise 
the   seizure   was   identical    with  an   epileptic    fit.     I  at   once 


BY   DR   GEORGE   R.    LIVINGSTON.  79 

administered  -I  gr.  morph.  sulph.,  and  gave  a  copious  soap  and 
water  enema.  The  bowels,  which  were  heavily  loaded,  moved 
very  freely  in  about  ten  or  fifteen  minutes.  About  an  hour 
later  I  gave  a  large  injection  of  saline  solution  per  rectum. 
A  large  quantity  of  urine  was  passed  involuntarily  in  about 
twenty  minutes.  There  had  been  no  fits  since  the  hypodermic 
injection  of  morphia.  The  patient  was  sleeping  heavily 
and  her  breathing  was  very  stertorous.  There  were  no 
signs  of  commencing  labour.  The  patient  remained  in  the 
same  condition  until  2  a.m.  when  the  fits  returned.  I  saw  the 
patient  shortly  afterwards.  I  found  labour  in  progress  and  the 
patient  in  constant  fits.  Indeed,  she  never  seemed  properly 
out  of  one  before  going  into  another.  Labour  terminated  a 
few  minutes  after  my  arrival,  and  there  was  pretty  free 
haemorrhage,  although  not  in  any  way  alarming.  The  foetus, 
about  seven  and  a  half  months,  was  dead.  I  administered  a 
hypodermic  injection  of  I  gr.  morph.  sulph.  just  before 
labour  set  in.  After  labour  the  patient  lay  deeply  comatose 
It  was  quite  impossible  to  rouse  her,  and  her  pupils  were  con- 
tracted and  did  not  appear  to  react  to  light.  Her  conjunctival 
reflexes  were  gone.  Her  pulse  was  very  weak  and  thready, 
and  her  condition  was  most  critical.  I  gave  her  a  very 
copious  injection  of  saline  solution  per  rectum.  About  twenty 
minutes  afterwards  there  was  a  large  quantity  of  urine  passed 
involuntarily. 

The  patient  lay  throughout  the  day  in  the  same  unconscious 
state.  It  was  impossible  to  rouse  her  and  her  breathing 
continued  stertorous ;  and  I  found  in  the  evening  that  her 
respirations  were  40,  and  her  pulse  140  and  very  weak  and 
thready.  She  had  developed  a  peculiar  short  cough  and  a 
gurgle  in  her  throat,  commonly  known  as  the  "death  rattle." 
Her  temperature  was  subnormal  and  she  appeared  to  be  dying. 
About  two  hours  later,  or  twenty-four  hours  after  her  first 
fit,  I  was  hurriedly  summoned  and  found  she  had  had  another 
fit,  which,  her  mother  told  me,  had  been  one  of  the  severest 
and  most  prolonged.  I  found  blood  welling  up  very  freely 
from  her  throat.  This  was  frothy  and  of  a  bright  scarlet 
colour ;  evidently   a   vessel   had   ruptured  in   her  lung.     Her 
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coadition  was  now  most  critical,  and  a  fatal  termination  seemed 
only  a  question  of  time.  I  did  not  think  it  advisable  to  make 
a  minute  examination  of  the  chest.  I  gave  her  a  hypodermic 
injection  of  ^  gr.  morph.  sulph.  During  the  night  she  lay 
in  an  unconscious  condition,  blood  coming  up  in  the  early 
part  of  the  night  pretty  freely.  But  towards  morning  the 
quantity  diminished  steadily.  The  coma  also  showed  signs 
of  abating,  and  on  pressing  the  supraorbital  nerve  firmly, 
the  patient  winced.  I  was  now  able  to  examine  the  lungs,  and 
found  very  marked  dulness  over  the  base  of  the  right  lung. 
The  breathing  was  bronchial  in  type  and  there  was  abundant 
crepitations.  In  the  evening,  about  forty-eight  hours  from 
the  time  of  the  first  fit,  the  respirations  had  fallen  to  25  and 
the  pulse  was  100  per  minute.  The  patient  could  now  be 
roused,  and  it  was  possible  to  get  her  to  swallow  some  milk ; 
but  as  soon  as  she  was  allowed  to  do  so,  she  dropped  off  to 
sleep.  The  gurgle  in  her  throat  continued  for  some  time, 
but  gradually  disappeared.  Some  hours  later  it  was  possible 
to  get  her  to  answer  questions,  although  only  in  a  dreamy  sort 
of  way,  and  she  had,  of  course,  no  recollection  of  what  had 
happened.  For  about  a  week  she  continued  coughing  up  blood ; 
this  gradually  diminished  in  amount.  The  physical  signs  at 
the  right  base  cleared  up  gradually.  For  the  greater  part  of 
the  week  her  mental  condition  was  very  confused ;  but  she 
ultimately  made  a  good  recovery.  When  examined  early  in 
1904  she  was  in  good  health,  and  there  were  no  physical  signs 
to  indicate  that  anything  was  ever  wrong  in  her  lung,  and 
there  was  no  trace  of  albumen  in  the  urine. 

Considering  the  tendency  this  patient  had  to  eclamptic 
fits,  I  had  warned  her  husband  and  herself  about  the  risks 
she  ran  should  she  again  become  pregnant;  but  just  thirteen 
months  after  her  recovery  she  came  to  my  consulting-room 
and  told  me  she  was  again  pregnant,  and  that  she  expected 
to  be  confined  about  the  middle  of  June  (1905).  From  what 
I  had  gleaned  from  recent  papers  read  before  this  Society 
on  eclampsia,  notably  one  or  two  by  Dr  Oliphant  Nicholson 
of  Edinlmrgh,  it  seemed  only  necessary  to  give  thyroid  extract 
in  largo  quantity,  and  we  would  bring  her   to  a  happy  issue 
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out  of  all  her  trouble  and  give  her  her  heart's  desire — a  healthy 
living  child.  I  therefore  put  her  upon  th}a'oid  extract 
tabloids,  one  three  times  a  day.  She  had  at  first  one  three  times 
a  day ;  then  two  in  the  morning,  one  at  mid-day,  and  two  at 
night;  then  two  three  times  a  day.  I  gave  her  directions  as 
to  a  milk  diet,  and  also  warned  her  to  keep  her  bowels  open. 
Her  health  continued  good  until  the  29th  May  1905.  I  had 
called  at  her  house  a  few  days  before  and  she  was  then  the 
picture  of  health  and  very  happy  about  herself,  as  she  thought, 
having  gone  on  longer  than  she  had  ever  gone  before,  and 
being  so  well,  she  would  now  be  all  right.  I  obtained  a 
specimen  of  her  urine,  and  it,  like  those  I  had  been  examining 
at  regular  intervals,  was  free  from  albumen.  I  had  all  but 
pinned  my  faith  to  thyroid  extract  for  eclampsia.  She 
consulted  me  on  the  afternoon  of  29th  May  1905,  within  a 
fortnight  of  her  expected  time.  She  complained  of  headache, 
which  was  not,  however,  severe,  and  vague  forebodings ;  and 
was  greatly  depressed,  and  certain  her  pregnancy  was  to 
terminate  as  all  her  previous  ones  had  done.  Beyond  these 
somewhat  trivial  symptoms,  which  had  come  on  with  great 
suddenness,  there  were  no  signs  of  commencing  mischief.  I 
gave  a  saline  purge  and  asked  her  to  let  me  have  a  sample 
of  her  urine.  This  was  sent  to  me  next  morning  and  showed 
a  minute  trace  of  albumen.  The  saline  purge  was  repeated, 
and  a  mixture  of  chloral  and  bromide  given  four  hourly ;  and 
as  regards  diet  I  ordered  her  to  stick  to  milk  entirely.  I  saw 
her  on  the  morning  of  the  31st.  She  seemed  better,  and  I 
was  hopeful  that  her  symptoms,  which  were  really  limited 
to  slight  headache  and  vague  forebodings,  and  the  slight 
albuminuria  which  was  still  present,  were  passing  off.  She 
was  much  brighter  and  more  hopeful.  It  had  been  my 
intention  to  bleed  and  infuse  saline  solution  and  induce  labour- 
on  the  first  indication  of  trouble,  but  as  the  patient's  very 
indefinite  symptoms  seemed  passing  off  I  delayed.  During 
the  afternoon  an  urgent  message  reached  my  house,  and  in 
my  absence  my  assistant  went  out  and  found  the  patient 
taking  fits.  When  he  arrived  she  had  had  several  fits  in 
rapid    succession.     He   administered   chloroform,  and   the  fits 
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had  been  controlled  by  this  means  for  an  hour  or  more  when 
I  joined  him  during  the  evening.  Labour  was  then  almost 
completed,  and  terminated  a  few  minutes  after  I  arrived.  The 
child's  heart  beat  feebly  for  a  few  minutes  and  it  made 
feeble  efforts  to  breathe ;  but  it  was  impossible  to  resuscitate  it, 
and  it  died  within  an  hour.  There  was  a  very  little  haemorrhage 
from  the  uterus.  Administration  of  chloroform  was  stopped 
before  labour  was  completed.  The  mother  was  deeply 
comatose.  The  pupils  were  contracted  and  the  conjunctival 
reflexes  gone.  Her  breathing  was  stertorous.  Haemorrhage 
from  the  uterus  was  so  very  small  in  amount  that  I  withdrew 
about  8  oz  of  blood  from  the  medium  basilic  vein  and  a  pint 
of  saline  solution  was  injected.  The  patient's  heart  was 
rapidly  failing.  Digitalin  was  injected  hypodermically  and 
saline  given  subcutaneously  and  per  rectum,  but  the  patient 
never  regained  consciousness,  and  despite  our  efforts  died  a 
few  hours  later. 

My   next   eclamptic    patient's    case   was    interesting    and 
exciting  but  less  tragic. 

Case  Y. — My  assistant  reported  to  me  on  the  23rd  October 
1909  that  a  patient,  to  whom  he  had  been  called  in  the  lowest 
quarter  of  the  town,  was  suffering  from  eclamptic  fits.  He  had 
had  the  bowels  freely  moved,  given  saline  in  large  quantity 
by  the  rectum,  and  given  two  hypodermics  of  ^  gr.  morph. 
sulph.  She  was  still  in  fits.  When  1  saw  the  patient,  a 
primipara  of  30  odd  years,  shortly  afterwards,  she  was  deeply 
comatose;  there  was  no  indication  of  labour.  Arrangements 
were  at  once  made  for  her  removal  to  the  Dumfries  and 
Galloway  Eoyal  Infirmary  as  her  home  surroundings  were 
of  the  poorest  possible  kind.  On  admission,  the  patient's 
condition  seemed  more  or  less  hopeless ;  as  far  as  we  could 
judge  the  child  was  still  living.  The  indications  seemed  to 
be  to  deliver  as  rapidly  as  possible.  The  passages  were  small, 
the  cervix  absolutely  closed,  no  signs  of  labour;  and  in  a 
primipara  of  uncertain  years  at  the  point  of  death,  it  seemed 
to  me  that  to  attempt  delivery  by  the  vaginal  route  was  simply 
courting  disaster.     This  case  seemed  to  me  an  excellent  illus- 
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tration  of  the  class  of  case  Sir  Halliday  Croom  drew  attention 
to  in  a  paper  read  before  this  Society,  and  I  therefore  decided 
to  perform  a  Cesarean  section. 

The  patient  was  so  deeply  comatose  that  the  operation 
was  commenced  without  any  anaesthetic.  No  attempt  was 
made  to  control  h£emhorrhage  until  the  patient  had  lost  a 
very  considerable  quantity  of  blood,  and  at  that  stage  of  the 
operation  it  was  necessary  to  administer  an  anaesthetic  as  there 
was  evidence  of  returning  consciousness.  The  haemorrhage  from 
the  uterine  wall  was  easily  controlled  by  the  use  of  two  forceps 
such  as  we  use  in  gastro-enterostomies,  one  being  placed  on 
•either  side  of  the  incision  in  the  uterine  wall.  The  child  and 
placenta  were  delivered  without  difficulty,  a  piece  of  iodoform 
gauze  shoved  down  into  the  vagina  and  the  end  folded  up  in 
the  uterine  cavity;  the  uterine  wall  stitched;  sterile  towels 
removed  from  the  pelvis,  and  the  abdominal  wound  stitched  in 
the  usual  way.  Eecovery  was  uninterrupted.  For  about  three 
or  four  weeks  the  patient's  mental  condition  was  peculiar. 
She  was  stupid  and  took  little  or  no  interest  in  her  surround- 
ings, and  struck  one  as  distinctly  mentally  deficient.  Her 
friends  whom  I  questioned  on  the  subject  maintained  that 
when  in  her  usual  health  she  was  quite  a  bright,  cheerful 
woman.  She  gradually  improved  in  this  respect,  and  when 
she  left  the  hospital  at  the  end  of  six  weeks  was  quite  all  right 
mentally  and  bodily.  Very  shortly  after  her  admission  to 
hospital  her  husband  developed  pneumonia  and  died. 

In  October  1911,  two  years  after  her  operation,  both 
mother  and  child  were  well.  The  mother  supports  herself  by 
working  in  one  of  the  mills  and  has  excellent  health. 

I  made  enquiry  last  week  and  both  mother  and  child  were 
then  in  excellent  health,  the  mother  being  in  regular 
employment. 


Sir  Halliday  Croom  thought  Dr  Livingston's  paper  full  of 
interest  in  every  respect ;  it  suggested  all  sorts  of  things.  In 
the  first  place,  most  of  his  patients  were  in  the  country.     If 
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there  is  one  thing  more  certain  than  another  it  is  that 
eclampsia  is  comparatively  very  rare  in  the  country;  it  is 
a  disease  of  town  life,  and  it  is  most  remarkable  that  Dr 
Livingston  has  had  so  many  cases  in  his  own  practice.  The 
frequency  with  which  he  met  with  it  in  multiparous  women 
is  striking,  the  converse  usually  being  the  case — three 
primiparse  to  one  multipara ;  but  Dr  Livingston  had  a  larger 
proportion  even  than  that. 

Again,  the  paper  showed  the  diversity  of  treatment.  Dr 
Livingston  obtained  the  best  results  with  morphia,  and  the 
worst  with  thyroid  extract.  It  was  very  difficult  to  say 
which  was  right,  because,  as  Dr  Nicholson  had  put  it,  morphia 
stops  metabolism,  whereas  thyroid  extract  increases  it. 

But  the  most  interesting  thing  of  all  to  him  was  eclampsia 
with  Cesarean  section,  and  Dr  Livingston  was  to  be  congratu- 
lated above  all  measure.  His  (Sir  Halliday  Groom's)  experience 
had  been  far  from  as  successful  as  Dr  Livingston's :  he  had 
never  had  quite  as  successful  a  case  as  his.  As  his  friend 
Dr  Lackie  knew,  on  the  first  occasion  on  which  they  performed 
this  operation  it  was  most  successful,  and  the  child  was  living 
still;  but  they  lost  the  mother  from  septic  pneumonia  later. 
The  subject  lent  itself  to  endless  discussion. 

Dr  Berry  Hart  said  Dr  Livingston  had  given  a  very 
interesting  paper  as  it  was  both  racy  and  amusing.  Th& 
special  point  which  struck  hiui  was  Dr  Livingston's  faith  in 
morpliia.  That  was  a  treatment  introduced,  as  they  knew,  by 
Veit  of  ]>onn  many  years  ago,  and  he  (Dr  Berry  Hart)  was  one 
of  the  first  to  try  it  in  this  country  several  years  ago ;  he  had 
found  it  one  of  the  best  means,  on  the  whole,  of  controlling  the 
fits.  He  was  very  much  struck  with  the  great  success  from 
simple  means.  Dr  Ballantyne  would  have  been  giving  salines, 
and  Dr  Nicholson  thyroid,  and  some  other  man  something  else !. 
By  the  use  of  sulphate  of  morphia  Dr  Livingston  had  scored. 
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over  most  of  them,  as  in  all  his  cases  he  had  only  one  death. 
He  thought  they  should  thank  Dr  Livingston  very  heartily,  and 
also  congratulate  him  in  getting,  under  difficult  circumstances 
sometimes,  such  very  excellent  results. 

Dr  J.  W.  Ballantyne  had  listened  with  very  great  pleasure 
to  the  record  of  these  eclamptic  cases,  and,  first,  he  thought 
Dr  Liviufrston  should  be  congratulated  on  his  successful 
treatment  of  them,  because  one  death  out  of  eight  cases  of 
eclampsia  (12-5  per  cent.)  was  not  bad  as  statistics  went. 

With  regard  to  Case  IV.,  he  wondered  whether  that  was  not 
more  of  the  nature  of  a  case  of  chronic  Bright  going  on  for 
several  years,  as  these  cases  sometimes  did.  It  struck  him 
that  it  might  be  so. 

From  the  point  of  view  of  treatment,  he  had  always  divided 
eclampsia  into  two  groups.  Firstly,  those  which  came  into 
hospital,  which  were  usually  the  worst  cases,  where  he  never 
gave  morphine  sulphate ;  for  he  thought  they  ought  in  hospital 
to  give  the  very  best  treatment  they  could,  and,  as  he  personally 
got  the  best  results  from  saline  transfusion,  venesection,  and 
stomach  washing,  he  employed  these.  Secondly,  in  private 
practice,  and  country  practice  more  particularly,  he  had  always 
advised  doctors  to  trust  almost  entirely  to  morphine  sulphate. 
The  results  of  that  treatment,  so  far  as  his  consultation  practice 
went,  had  been  very  good  on  the  whole;  although  there  had 
been  very  bad  cases  which  had  died,  and  which  would  perhaps 
have  died  in  hospital  with  salines  and  the  other  means  available. 
But  he  repeated  that  for  ordinary  cases  in  private  practice  the 
morphine  sulphate  treatment  was  satisfactory.  Further,  it 
helped  to  prevent  a  second  danger,  namely,  the  risk  of  septic 
infection  afterwards  from  too  extensive  or  too  violent  inter- 
ference. He  had  come  to  a  group  division — in  hospital 
patients  he  gave  salines  and  used  the  other  means  which  he 
had  found  satisfactory ;  and  in  private  practice  he  recommended 
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the  practitioner  to  use  morphine  sulphate,  and  if  that  failed  to 
send  the  patient  into  hospital. 

Dt  W.  Fordyce  said  if  one  started  on  the  subject  of 
eclampsia  one  might  never  stop.  He  just  wished  to  con- 
gratulate Dr  Livingston  on  his  most  interesting  paper.  It  is 
an  exceedingly  difficult  thing  to  make  a  record  of  cases 
interesting,  and  he  did  not  think  he  had  ever  heard  a  paper 
delivered  in  a  more  literary  style.  He  also  congratulated  him 
on  his  careful  notes  of  cases  over  a  numljer  of  years — a  busy 
man  making  careful  notes  was  highly  meritorious,  and  might 
be  an  example  to  many  of  them. 

Dr  Oliphant  Nicholson  said  one  of  the  most  interesting 
points  in  Dr  Livingston's  paper  was  the  question  of  the 
recurrence  of  eclampsia  in  successive  pregnancies.  That  was 
a  very  interesting  matter,  and  one  that  was  not  referred  to  by 
any  of  the  midwifery  text-books.  Indeed  it  was  a  prevalent 
idea  that  if  a  woman  had  eclampsia  once,  she  escaped  having 
this  complication  of  pregnancy  again.  But  there  was  no 
certainty  that  one  attack  of  this  disease  left  an  immunity 
behind.  On  the  contrary  it  was  very  important  to  recognise 
the  fact  that  certain  women  were  specially  liable  to  suffer  from 
a  recurrence  of  the  eclamptic  toxaemia  in  the  course  of  each 
pregnancy.  That  was  an  interesting  point,  for  it  strongly 
suggested  that  there  was,  in  such  women,  some  primary  fault 
which  rendered  them  more  liable  to  suffer  severely  from  the 
pregnancy  toxsemia.  The  special  susceptibility  to  these  toxins 
was  almost  certainly  wrapt  up  with  some  imperfect  balancing 
of  .  their  various  internal  secretions,  so  that  the  complex 
metabolic  processes  of  the  body  became  more  easily  upset.  In 
a  series  of  133  pregnant  women  examined  by  Lange  there 
were  6  who  developed  eclampsia.  One  of  these  women  had 
convulsions  in  two  successive  pregnancies,  and  among  the 
other   cases    there   were    two   sisters — pointing    to   a   family 
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insufficiency.  As  early  as  1862  Elliot  stated  that  sometimes 
eclampsia  seemed  to  be  a  "  family  disease."  He  would  like  to 
read  short  notes  of  a  case  which  came  under  his  own 
observation  where  eclamptic  symptoms  occurred  in  four 
successive  pregnancies. 

In  the  first  pregnancy  fits  occurred  at  full  time,  and  were 
followed  by  deep  coma.     The  child  was  dead. 

In  the  second  pregnancy  there  were  less  severe  convulsions 
at  full  time.  These  were  controlled  by  chloral  and  bromide. 
The  child  was  born  alive. 

In  the  third  pregnancy,  towards  the  end  of  the  eighth 
month,  the  patient  developed  oedema,  and  complained  of 
impaired  vision.  The  urine  boiled  solid  with  albumen.  There 
was  one  severe  fit  followed  by  coma.  Wo  signs  of  commencing 
labour.  The  treatment  was  milk  diet  and  thyroid  extract, 
5  grs.  twice  daily  for  three  days ;  then  5  grs.  thrice  daily.  After 
six  days  there  was  very  marked  improvement.  Thyroid  was 
continued  (15  grs.  per  diem).  A  living  child  was  born  at  full 
time.  Thyroid  continued  during  puerperium.  Albuminuria 
entirely  disappeared.  This  was  the  first  case  treated  by 
thyroid  extract  in  1899. 

In  the  fourth  pregnancy  the  patient,  who  was  a  stout 
woman,  commenced  taking  thyroid  of  her  own  accord  after  the 
third  month.  At  the  seventh  month,  when  she  came  to  say 
that  she  was  pregnant,  her  bulk  was  so  much  diminished  that 
thyroid  was  stopped.  A  month  later  toxsemic  symptoms  with 
albuminuria  appeared.  Eest  in  bed,  milk  diet,  and  thyroid 
ordered.  Symptoms  controlled.  Premature  labour  followed, 
with  dead  child.     Uneventful  recovery. 

He  might  mention  another  case  of  the  recurrence  of 
eclampsia.  Severe  fits  complicated  the  first  labour,  and  the 
child  was  still-born.  In  the  second  pregnancy  toxsemic 
symptoms  commenced  about  a  month  before  term.  Thyroid 
was  given,  and  the  patient  was  steered  safely  through  labour 


88  FIVE   PATIENTS    WHO    SUFFERED    FROM    ECLAMPSIA, 

with  a  living  child.  On  the  sixth  day  of  the  puerperium  a 
very  severe  eclamptic  fit  occurred  which  was  recovered  from. 
Death  took  place  suddenly  on  the  nineteenth  day  from  what 
appeared  to  be  pulmonary  thrombosis.  He  had  seen  other 
cases  of  the  recurrence  of  eclampsia,  and  once  he  attended  two 
sisters  simultaneously,  one  for  myxoedema,  and  the  other 
for  eclampsia. 

He  did  not  wish  to  discuss  treatment  except  to  say  that 
if  he  was  limited  to  the  use  of  a  single  drug  he  would  choose 
morphia.  In  a  large  majority  of  cases  he  thought  that  no 
remedy  was  so  valuable  if  enough  was  given.  Half-grain  doses 
every  hour,  up  to  2  grs.  in  all,  might  be  required.  In  many 
cases  venesection  was  undoubtedly  the  proper  treatment,  and 
he  thought  very  highly  of  stomach-washing,  with  the  leaving 
of  a  large  dose  of  sulphate  of  magnesia  behind.  As  regards 
thyroid  extract,  he  had  no  doubt  in  his  own  mind  as  to  its 
value ;  but  unfortunately  he  could  not  yet  pick  out  the  most 
suitable  cases  for  its  employment.  In  some  cases  in  which  he 
had  used  it  the  action  was  almost  that  of  a  specific  ;  in  others — 
possibly  chronic  kidney  cases — he  was  not  so  sure  about  it. 

He  congratulated  Dr  Livingston  on  his  quite  remarkable 
success  in  the  treatment  of  his  cases. 

Dr  Livingston  in  reply  said  as  regards  the  death  following 
the  administration  of  thyroid  extract,  he  did  not  think  that 
it  was  due  to  the  thyroid;  he  thought  the  patient  was  very 
greatly  benefited  by  the  thyroid,  and  she  herself  was  absolutely 
convinced  of  it.  Personally,  he  thought  the  death  was  due  to 
the  chloroform.  After  all,  eclampsia  must  be  looked  upon  as 
a  toxaemia.  There  were  many  surgeons  who  held  that  in 
toxaemias  it  is  not  a  very  good  thing  to  give  chloroform,  and 
now  he  (Dr  Livingston)  would  not  give  chloroform  in  a 
toxaemia.  He  did  not  wish  anyone  to  imply  that  he  was 
criticising  his   assistant   for   having  given  the  chloroform,  he 
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"would  possibly  then  have  done  the  same  himself.  It  was  only 
from  what  he  had  learned  since  that  he  had  come  to  this 
conclusion. 

IMorphiue  sulphate  was  a  very  convenient  way  of  treating  a 
case  in  the  country.  Then  it  must  be  remembered  in  connection 
with  the  number  of  his  cases  that  they  dated  back  to  1896 — 
the  first  case  occurred  when  he  was  acting  as  locum  in  a 
country  district  six  months  after  his  graduatiou,  and  the 
second  in  Ireland,  where  he  was  also  acting  as  locvm. 

Dr  Ballantyne  raised  the  question  of  Case  IV.  being  one  of 
chronic  Bright.  That  patient  was  absolutely  healthy,  never  a 
day's  ill-health  previously,  and  between  the  pregnancies  she 
never  had  a  day's  ill-health. 

One  interesting  point  he  had  omitted  to  mention  was,  that 
the  woman  had  a  very  peculiar  condition  during  her  pregnancies. 
There  was  a  very  marked  pigmentation,  not  merely  the  normal 
pigmentation,  but  a  very  dusky  hue,  while  between  the 
pregnancies  her  complexion  was  perfectly  clear.  During  the 
three  years  between  her  two  pregnancies  she  was  a  perfectly 
healthy-looking  country  woman ;  and  there  was  no  albumen  in 
her  urine  on  any  of  these  occasions. 
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Meeting  III,— January  8,  1913. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society: — Maurice  Cameron  Anderson,  L.E.C.P.E., 
L.E.C.S.E.,  L.F.P.S.Gr.,  Viewpark,  Bonnyrigg;  Eobert  Wilson 
Buchanan,  M.A.,  B.Sc,  M.B.,  Ch.B.,  5  Granville  Terrace, 
Edinburgh. 

II.  The  President  showed — fibroid  tumour  removed  feoim 
DWARF,  and  interesting  on  that  account.  The  height  of  the 
patient  was  stated  to  be  3  ft.  The  tumour  filled  the  whole 
abdomen. 

III.  Dr  A.  H.  F.  Barhour  showed — (a)  large  cystic 
FIBROID  CONTAINING  ALTERED  BLOOD,  taken  from  a  patient  from 
whom  a  polypus  had  been  removed  seven  years  previously. 
To  be  made  the  subject  of  a  communication  later  on. 

(b)  Sarcoima  uterl  This  specimen  was  removed  from  a 
patient  from  whom  a  mucous  polypus  was  taken  in  July  last 
The  patient  was  49  years  of  age.  She  had  also  a  paren- 
chymatous goitre.  Hysterectomy  was  decided  upon,  and  on 
opening  the  abdomen  a  large  uterus  was  found  containing 
this  tumour,  which  looked  in  some  parts  like  a  sarcoma  and 
in  others  an  endothelioma.  The  case  was  interesting  because  of 
the  death  of  the  patient  after  a  few  days  without  any  symptoms 
except  disturbance  of  the  circulation.  The  pulse  became  very 
rapid  and  remained  rapid.  On  post-mortem  examination  thera 
was  nothing  to  be  found  to  explain  the  cause  of  death  beyond 
an  atrophied  heart,  which  was  adherent  to  the  pericardium. 
The  idea  was  that  the  patient  died  of  hyper- thy roidism.  The 
tumour  had  a  yellowish  appearance,  and  the  naked-eye  section 
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of  the  thyroid  gland  showed  a  similar  appearance,  but  its 
microscopic  structure  had  not  yet  Ijeen  reported  on. 

(c)  Uterine  fibroids  and  a  small  ovarian  cyst.  The 
interest  of  this  specimen  lay  in  the  fact  that  it  was  removed 
from  a  case  in  which  there  was  an  unusual  cause  of  death  after 
the  operation.  The  patient  had  polyuria,  and  passed  more  than 
150  oz.  of  urine  in  the  twenty-four  hours  before  the  operation, 
without  any  albumen  or  sugar.  Her  sister  and  her  aunt 
suffered  from  the  same  condition,  passing  large  quantities  of 
water.  After  the  operation  the  secretion  of  urine  fell  to  6  ozs. 
in  the  twelve  hours.     The  patient  died  within  two  days. 

1)7'  Fonlyce  said  the  patient  passed  really  120  ozs.  in  the 
twelve  hours,  and  stated  that  she  had  done  so  when  she  seemed 
to  be  in  perfect  health — she  had  done  it,  she  stated,  all  her  life. 
It  was  interesting  that  after  the  operation,  apparently  as  the 
result  of  shock,  it  decreased. 

IV.  Dr  Wm.  Fordycc,  showed — (a)  extra-uterine  gesta- 
tion (two  specimens).  The  chief  point  of  interest  was  that  the 
two  patients  came  under  observation  on  successive  days.  The 
first  patient  had  a  very  typical  history  of  three  months' 
amenorrhoea,  pain,  and  haemorrhage.  The  haemorrhage  was  so 
free  that  she  thought  she  had  aborted.  The  pain  and  sickness 
continued.  Another  point  of  interest  was  that  on  30th  August 
1910  he  had  removed  a  two  and  a  half  months'  tubal  gestation ; 
the  patient  at  that  time  was  in  a  state  of  collapse  as  the  result  of 
a  large  effusion  of  blood,  and  the  present  condition  appeared  to 
be  due  to  some  cicatricial  contraction.  Under  chloroform 
Dr  Barbour  made  out  a  very  well-marked  swelling — the  patient 
was  stout — and  on  opening  the  abdomen  this  extra-uterine 
gestation  was  found.  Apart  from  the  fact  that  the  patient 
previously  had  an  e.xtra-uterine  gestation,  an  interesting  point 
was  that  the  hsemorrhage  was  chiefly  within  the  layers  of  the 
broad  ligament,  rendering  the  operation  somewhat  difficult. 
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The  second  case  was  that  of  a  patient,  aged  30,  who  had 
had  five  children,  the  last  three  years  previously,  and  who  was 
admitted  to  the  ward  complaining  of  pain  in  the  abdomen,  and 
marked  distension.  The  whole  abdomen  had  a  very  peculiar 
boggy  feeling,  and  the  patient  had  had  three  months' 
amenorrhoea.  There  was  marked  swelling  in  the  posterior 
fornix.  The  one  doubtful  point  in  the  history  was  that  at  no 
time  had  there  been  any  vaginal  haemorrhage.  This  was  the 
first  case  he  had  met  with  in  which  there  was  no  vaginal 
hsemorrhage.  After  the  operation  he  waited  patiently  for  the 
expulsion  of  the  cast.  The  uterus  was  large,  but  no  cast  was 
expelled.  The  patient  left  the  hospital  about  a  month  ago, 
and  he  had  not  heard  that  there  had  been  any  cast  expelled. 
In  this  case  there  was  a  very  large  hsemorrhage,  which  was 
altogether  clotted. 

Dr  Berry  Hart  asked  if  there  might  not  be  a  uterine 
pregnancy,  which  would  explain  the  absence  of  bleeding  from 
the  vagina. 

Dr  Fordyce  replied  that  it  was  quite  possible;  it  had  not 
occurred  to  him,  and  certainly  the  uterus  was  big  enough. 

(6)  Sloughing  tumour  of  vaginal  portion  of  cervix. 
The  interest  of  the  specimen  lay  in  the  difficulty  in  diagnosis. 
The  patient  had  come  to  his  consulting-room,  when  this  large 
tumour  was  found  projecting  from  the  vulva.  There  was  a 
very  foul  and  fetid  secretion ;  one  felt  it  when  the  patient  came 
into  the  room.  She  was  markedly  hectic,  and  suffered  from 
severe  hsemorrhage.  The  tumour  looked  exactly  like  the  end 
of  the  cervix.  On  passing  the  hand  into  the  vagina,  it  could 
be  passed  right  round  the  mass.  It  was  thought  at  the  time  to 
be  a  simple  hypertrophy  of  the  vaginal  portion  of  the  cervix, 
with  gangrene  of  the  end  of  the  exposed  portion  of  the  cervix — 
a  condition  he  had  never  seen  before. 

After  the  patient  had  been  put  to  bed,  Dr  Barbour  was 
asked  to  see  her,  when  it  was  ascertained  that  what  seemed  to 
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be  the  cervix  uteri  was  nothing  more  nor  less  than  a  fibroid 
tumour  of  the  anterior  lip  of  the  cervix,  the  end  of  which  was 
gangrenous.  The  operation  was  exceedingly  simple,  and  the 
patient  got  quite  well. 

(c)  Sarcoma  uteri.  The  patient  was  admitted  to  the 
Infirmary  with  a  very  profuse,  stinking  discharge,  and  there 
was  a  distinct  tumour  projecting  from  the  cervix.  The  chief 
point  of  interest  in  the  case  was  that  the  patient,  who  was  aged 
47,  had  been  complaining  of  floodings,  and  of  a  very  foul,, 
stinking  discharge.  The  patient  was  pale  and  anaemic,  and  one 
could  feel  the  polypus,  as  one  thought,  projecting  from  the 
cervix.  There  was  a  tumour  the  size  of  a  five  months'  pregnancy. 
The  history  sent  by  her  doctor  was  that  the  patient  two  years 
before  passed  what  was  said  to  be  a  mole ;  this  was  followed  by 
ten  months'  amenorrhoea  and  menorrhagia,  and  then  what 
looked  like  a  similar  mass — a  mole — was  passed  ;  and  she  had 
been  sent  into  the  Infirmary  because  the  doctor  thought  she  was 
on  the  point  of  passing  a  third  mole.  Dr  Barbour  examined  her 
under  chloroform,  and  found  what  appeared  to  be  a  putrid  mass, 
and  also  a  considerable  mass  in  the  uterus  ;  it  was  thought  to  be 
a  sloughing  fibroid  polypus.  Dr  Barbour  going  on  holiday  at 
the  time,  left  Dr  Fordyce  to  remove  the  uterus.  There  was  still 
a  stinking  discharge.  It  seemed  undoubtedly  to  be  a  case  of 
sarcoma  of  the  uterus,  and  yet  there  was  the  history  of  the 
passage  of  a  mole  on  two  previous  occasions.  It  might  be  a 
fibroid  undergoing  sarcomatous  degeneration,  but  it  was  hardly 
likely,  when  it  had  been  going  on  for  two  years. 

y.  3Ir  K  Scott  Carmichacl  showed — (a)  twisted  ovarian 

TUMOUR  causing  COMPLETE  STRANGULATION  OF  PELVIC  COLON 
AT  SIXTH  MONTH  OF  PREGNANCY;  REMOVAL;  PREMATURE  LABOUR 
WITH  PLACENTA  PREVIA  SIX  DAYS  LATER.  When  Called  to  the 
patient,  Mr  Scott  Carmichael  found  she  was  undoubtedly 
suffering   from   intestinal   obstruction   of    the   large   intestine.. 
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The  colon  was  markedly  dilated  ;  he  was  inclined  to  think  it  was 
a  volvulus.  The  patient  was  removed  to  a  home,  and  the 
abdomen  opened  in  the  middle  line,  when  immediately  there 
presented  itself  what  appeared  to  be  a  large  loop  of  gangrenous 
intestine;  it  had  all  the  appearance  of  that  of  a  strangulated 
hernia  of  some  duration.  It  was  found  necessary  to  tap  the 
intestine  with  a  trocar  and  cannula,  on  account  of  the  great 
distension ;  the  bowel  collapsed,  and  the  abdomen  could  then 
be  explored  more  thoroughly.  An  ovarian  tumour  was  found 
in  the  left  lumbar  region  which  had  become  twisted  upon  itself 
and  very  much  discoloured.  The  tumour  had  coiled  itself  one 
and  a  half  times  round  the  loop,  and  completely  strangulated 
it.  When  the  tumour  was  removed  the  bowel  was  allowed 
to  slip  back  into  its  place.  The  colour  was  beginning  to 
come  back,  and  he  had  no  douDt  the  intestine  would  recover. 
The  question  was  whether  the  pregnancy  would  go  on.  The 
progress  was  uninterrupted  till  the  sixth  day,  when  haemorrhage 
supervened.  On  examination,  marginal  placenta  prsevia  was 
present,  for  which  the  vagina  was  plugged  for  some  hours. 
After  turning,  the  child  was  delivered,  and  lived  for  eight  hours. 
The  patient  made  an  uninterrupted  recovery  and  had  had  no 
symptoms  since,  with  the  exception  of  a  little  mucous  colitis. 
The  case  was  interesting  because  of  the  twisted  tumour,  causing 
strangulation  of  the  pelvic  colon.  The  colon  had  an  excep- 
tionally long  mesentery. 

(h)  Double  pyosalpinx  "witii  unusual  history.  The 
patient  was  perfectly  well  up  to  the  time  of  marriage ;  on  the 
second  day  of  the  honeymoon  she  was  seized  with  very  severe 
abdominal  pain  which  persisted  for  several  days.  Although 
she  was  unable  to  walk,  by  driving  and  motoring  she  was  able 
to  go  on  about  a  week,  but  suffering  very  severe  abdominal 
pain  and  with  a  high  temperature.  With  douching  and  plug- 
ging she  was  tided  over  for  a  week  or  two.  When  Mr  Scott 
Carmichael  saw  her  the  temperature  was  103  to  lOrt ;  there  was 
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a  big  swelling  extending  up  to  the  umbilicus  on  the  left  side, 
and  a  big  mass  filling  up  the  pelvis.  The  pain  was  veiy  severe. 
What  was  the  diagnosis?  Tiie  most  likely  was  that  the 
condition  was  due  either  to  a  suppurating  dermoid  or  to  pyo- 
salpinx,  but  it  was  very  difficult  to  reconcile  the  latter  with  the 
history.  An  ovarian  cyst  was  found  on  the  left  side  +  a 
double  pyosalpinx  which  had  been  present  for  some  consider- 
able time.  The  fact  that  the  condition  had  come  on  so  soon 
after  marriage  was  against  a  gonococcal  infection ;  the  sugges- 
tion was  that  it  was  streptococcal,  and  the  only  explanation 
was  that  the  patient  had  had  scarlet  fever  six  months  pre- 
viously; although  there  were  no  marked  symptoms  as  far  as 
she  knew,  that  was  the  only  source  to  which  the  streptococcal 
infection  could  be  attributed.  The  patient  was  in  good  circum- 
stances, and  from  the  previous  history  one  could  not  suspect 
that  there  had  been  any  infection  otherwise. 

(c)  Uterus   bicornis   removed   with   tubes  and  ovaries 

FOR  EXTENSIVE  DISEASE  ASSOCIATED  WITH  ENCYSTED  PERITO- 
NITIS, from  a  patient  who  was  admitted  to  the  Women's 
Hospital  a  week  or  two  ago  because  of  a  cyst  filling  up  the 
pouch  of  Douglas.  Six  mouths  before  there  was  definite  tubal 
disease,  but  no  cyst.  On  opening  the  abdomen  an  encvsted 
peritoneal  collection  was  found  in  the  pouch  of  Douo-las. 
Examination  of  the  specimen  showed  a  uterus  bicornis,  the 
septum  only  coming  half-way  down  the  uterine  cavity. 

(d)  Ovarian  dermoid  associated  with  adeno-carcinoma 

OF  HEPATIC  FLEXURE  OF  COLON,  CAUSING  OBSTRUCTION ;  REMOVAL 
OF  tumour;  OTHER  OVARY  HEALTHY;  SHORT  CIRCUIT  OF  INTES- 
TINE; DEATH  EIGHTEEN  MONTHS  LATER;  AT  AUTOPSY  OTHER 
OVARY    HAD    DEVELOPED    INTO     PAPILLARY    CYST   ADENOMA,     SAME 

SIZE  AS  THAT  OF  OPPOSITE  SIDE.  The  patient  was  admitted  to 
the  Women's  Hospital  eighteen  months  ago,  suffering  from 
intestinal  obstruction  and  tumour.  A  dermoid  of  right  ovary 
was  removed,  and  a  fsecal  fistula  made  by  opening  the  caecum. 
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This  relieved  the  patient,  and  after  ten  days  Mr  Scott  Carmichael 
explored  the  condition  of  the  malignant  tumour,  and  found  that 
there  was  a  secondary  growth  in  the  liver,  and  secondary  glands 
in  the  omentum,  one  of  which  was  removed  for  examination. 
He  performed  lateral  anastomosis  between  ileum  and  pelvic 
colon.  The  patient  got  perfectly  well,  and  did  very  comfortably 
for  about  a  year.  She  was  subsequently  sent  to  the  Longmore 
Hospital,  and  died  there.  Through  the  kindness  of  Dr  Lundie 
and  Dr  Eitchie  he  had  been  able  to  make  a  post-mortem 
examination.  This  other  tumour  was  found  growing  from  the 
ovary,  which,  when  the  dermoid  was  removed  from  the  other 
ovary  eighteen  months  previously,  was  quite  healthy. 

The   patient   had    thus   three   varieties   of   tumour  in  her 
abdomen  and  pelvis. 


VI.  A  CASE  OF  RUPTURED  VERY  EARLY  PRIMARY 
OVARIAN  PREGNANCY. 

By  George  Chiene,  M.B.,  F.R.C.S.,  Assistant  Surgeon, 
Edinburgh  Royal  Infirmary. 

Mr  President  and  Gentlemen, — I  consider  it  a  great 
honour  to  be  invited  to  read  a  paper  before  this  Society. 

I  may  perhaps  remind  you  that  at  one  time  I  was  a 
member,  when  I  practised  the  art  of  obstetrics  under  my  old 
chief,  Dr  (now  Sir)  Halliday  Groom. 

That  the  subject  of  my  paper  is  of  interest  I  have  no  doubt, 
my  only  fear  is  that  I  may  not  be  able  to  do  it  justice. 

Not  very  long  ago  the  possibility  of  primary  ovarian  preg- 
nancy was  denied  by  some  of  the  greatest  gynaecological 
authorities,  and  doubt  has  been  cast  on  many  cases  published 
as  such,  owing  to  insufficient  details  having  been  given  by  the 
author. 

Primary  ovarian  pregnancy  is  now   a   recognised  entity; 
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not  only  so,  but  cases  of  primary  abdominal  peritoneal  pregnancy 
have  been  recorded  (1). 

Bland  Sutton  was  only  convinced  that  primary  ovarian 
pregnancy  existed  after  investigation  of  Van  Tussenbroek's 
case.  Lawson  Tait  denied  the  possibility  of  ovarian  pregnancy, 
and  was  also  one  of  those  who  taught  that  serious  pelvic 
hgematoceles  were  always  duo  to  tubal  abortion  or  a  ruptured 
tubal  gestation.  Haemorrhage  giving  rise  to  serious  symptoms 
can,  however,  result  not  only  from  a  primary  ovarian  pregnancy, 
but  from  ovarian  haemorrhagic  cysts,  and  normal  Graafian 
follicles  which  have  ruptured  (2). 

That  the  latter  can  give  rise  to  such  symptoms  should  be 
remembered;  they  are  not  only  of  interest,  but  may  be  of 
importance  from  a  medico-legal  point  of  view. 

Norris  and  Mitchell  (3),  reporting  a  case  of  primary  ovarian 
pregnancy  in  May  1908,  mention  40  recorded  cases,  16  of 
which  they  describe  as  positive,  15  probable,  and  9  fairly 
probable. 

In  August  1910,  Norris  (4)  gives  a  resume  of  19  positive 
cases,  including  Munro  Kerr's  case,  which  is  fully  described 
and  illustrated  in  Contributions  to  the  Study  of  the  Early 
Development  and  Imhedding  of  tlte  Human  Ovum,  Bryce, 
Teacher,  and  Munro  Kerr,  1908.  Many  other  probable  cases 
were,  however,  excluded.  In  the  same  year,  Warbanoff  (5) 
collected  33  well-established  cases,  and  adds  another. 

Others  have  been  published  more  or  less  fully  since  then, 
references  to  some  of  which  are  given. 

Of  the  more  recent  cases,  that  reported  by  Graham  (6)  is 
the  best  as  regards  the  histology  of  the  condition.  Eardley 
Holland's  (7)  is  unique  in  that  there  is  a  possibility  of  the  case 
being  one  of  bilateral  ovarian  pregnancy.  Menge's  (8)  case  is 
of  interest,  owing  to  the  fact  that  a  normal  and  ovarian 
pregnancy  were  both  present ;  not  only  so,  but  the  pregnancies 
went  on  to  full  term,  and  both  children  lived. 

G 
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My  case  complies  with  the  conditions  laid  down  by 
Spiegelberg  (9),  also  that  of  Williams  (10),  but  only  partially 
conforms  to  the  additional  requirements  demanded  by  Norris  (4), 
namely,  that  "  the  tube  on  the  affected  side  should  not  only  be 
intact,  but  should  be  microscopically  free  from  any  evidence 
of  gestation."  That  a  microscopical  examination  of  the  tube  is 
of  scientific  interest  no  one  will  deny,  but  that  it  is  clinically 
essential,  or  even  advisable  in  all  cases,  is  another  question. 

That  it  may  be  of  importance  to  preserve  the  tube  is  shown 
by  Fransden  (11).  He  reports  a  case  which  apparently  proves 
that  an  ovum  may  escape  from  the  ovary  on  one  side,  and  pass 
through  the  Fallopian  tube  on  the  opposite  side,  with  normal 
uterine  pregnancy  as  a  sequel.  His  patient  had  the  left 
Fallopian  tube  removed  for  an  ectopic  gestation,  the  stump 
being  covered  with  peritoneum ;  the  corresponding  ovary  was 
not  interfered  with.  The  right  ovary  was  removed,  as  it  was 
composed  of  a  thin-walled  unilocular  cyst,  and  its  pedicle 
covered  by  peritoneum.  Accessory  ovaries  were  looked  for, 
but  none  were  found.  Seventeen  months  later  the  patient  had 
a  normal  confinement.  Banks  (12)  purposely  left  the  tube 
and  a  small  portion  of  the  ovary  in  the  case  he  records. 

In  the  case  about  to  be  described  the  tube  was  not  removed, 
as,  owing  to  the  serious  condition  of  the  patient  at  the  time  of 
the  operation,  it  was  thouglit  advisable  to  do  only  what  was 
absolutely  necessary ;  and  further,  the  relationship  of  the  parts, 
demonstrated  to  those  present  at  the  operation,  showed  the 
tube  and  affected  part  of  the  ovary  to  be  in  no  way  connected. 
Fig.  1,  taken  from  a  sketch  made  at  the  termination  of  the 
operation,  shows  the  relationship  of  the  parts.  The  condition 
found  at  operation  was  similar  to  that  described  and  illastrated 
by  Barrows  (13). 

In  practically  all  recorded  cases  of  extra-uterine  gestation 
there  is  either  a  missed  period,  or  a  history  of  abnormality  in 
the   duration  or  regularity  of  the  periods.     In  my  case  the 


BY   MR   GEORGE   CHIENE.  99 

menstrual  history  was  absolutely  normal,  and  is  almost  similar 
to  that  described  by  Arnold  Lea  (14),  both  in  regard  to  this 
point  and  in  the  fact  that  there  was  no  evidence  of  the  expulsion 
of  decidual  membrane ;  in  both,  apparently  normal  menstruation 
returned  at  the  expected  time. 

The  after-history  corresponds  to  that  of  a  case  mentioned 
by  Williams  (15),  in  that  the  patient  soon  afterwards  became 
pregnant,  and  in  due  course  gave  birth  to  a  healthy  child. 

Clinical  History. 

The  clinical  history  is  as  follows: — Mrs  J.  L.,  aged  34, 
was  admitted  to  the  Edinburgh  Eoyal  Infirmary  on  the  evening 
of  Thursday,  22nd  September  1910. 

On  the  previous  Monday  (three  days  before  admission) 
she  awakened  during  the  night  suffering  from  abdominal  pain, 
chiefly  on  the  right  side;  this  pain  passed  through  to  the 
rectum  and  gave  rise  to  a  bearing-down  sensation.  On  Tuesday 
morning  she  took  castor  oil,  and  feeling  better  after  it  had 
acted,  she  went  about  the  house  all  that  day  and  the  next 
(Thursday)  until  1  p.m.,  when  the  pain  returned  with  great 
severity,  making  her  cry  out  and  roll  on  the  floor.  The  pain 
again  passed  "down  behind."  There  was  no  vomiting.  Her 
doctor  was  sent  for,  who  ordered  an  enema,  with  good  results, 
but,  as  the  pain  continued,  he  sent  her  to  the  Eoyal  Infirmary. 
I  was  telephoned  for,  being  told  that  a  case  of  acute  appendicitis 
had  been  admitted  requiring  operation.  On  hearing  the  history 
I  suspected  a  ruptured  ectopic  gestation,  and  asked  about  the 
gynaecological  history ;  this  had  not  been  inquired  into,  but 
was  taken  while  I  was  on  my  way  to  hospital.  On  arrival  I 
found  that  it  was  negative.  She  had  six  children,  the  youngest 
of  which  was  2|  years  of  age;  there  had  been  no  miscarriages; 
she  was  perfectly  regular,  and  expected  the  next  period  three 
days  later.  Her  previous  health  had  been  good.  The  tempera- 
ture was  99.4  ;  pulse  120,  small  and  feeble  ;  respirations  24  per 
minute.  The  patient  was  pale,  looked  ill,  and  had  a  drawn  and 
anxious  expression.     She  stated  that  she  felt  very  ill. 
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Subjective  Examination. — The  patient  complained  of  great 
pain  all  over  the  abdomen,  but  especially  in  the  right  iliac 
fossa;  the  pain  passed  through  to  the  back,  "down  behind." 
She  felt  sick  and  faint,  but  did  not  vomit.  There  was  no  trouble 
with  micturition. 

Objective  Examination. — The  abdomen  was  slightly  distended, 
but  moved  fairly  well  on  respiration.  On  palpation  there  was 
tenderness  over  the  whole  abdomen,  most  marked  in  the  right 
iliac  fossa ;  there  was,  however,  no  rigidity  of  the  abdominal 
wall  such  as  one  associates  with  inflammatory  lesions  or 
peritonitis,  but  a  distinct  doughy  feeling  was  present. 

On  vaginal  examination  great  tenderness  was  elicited,  so 
great  as  to  make  it  impossible  to  gain  information  of  any 
value. 

On  rectal  examination  great  tenderness  was  again  com- 
plained of,  but  a  distinct  fullness  could  be  felt  in  the  pouch  of 
Douglas. 

On  further  questioning,  the  patient  admitted  having  had 
three  or  four  fainting  turns  during  the  afternoon,  the  first 
occurring  at  1  p.m.  with  the  onset  of  the  acute  pain. 

The  symptoms  were  suggestive  of  internal  haemorrhage,  but 
the  fact  that  the  patient's  menstrual  history  was  perfectly 
regular  tended  to  negative,  although  not  absolutely  debar,  the 
previously  suggested  diagnosis  of  ruptured  ectopic  gestation. 

Owing  to  the  patient's  critical  condition  it  was  thought 
advisable  to  perform  a  laparotomy  at  once,  and  to  leave  the 
diagnosis  an  open  question. 

On  opening  the  abdomen  the  peritoneal  cavity  was  found 
to  be  full  of  blood,  partly  clotted,  partly  fluid.  Some  of  the 
blood-clot  having  been  removed,  the  right  tube  was  examined 
and  found  perfectly  normal.  A  bulging  mass,  about  the  size 
of  a  cherry,  was  observed  to  be  protuding  from  the  uterine  end 
of  the  right  ovary,  about  two  and  a  half  inches  away  from  the 
fimbriated  end  of  the  tube.  This  is  beautifully  illustrated  in 
the  water-colour  drawing  (Fig.  2). 

The  ovary  was  rapidly  removed.  The  left  tube  and  ovary 
were  examined  and  found  normal,  also  the  appendix.  The 
uterus  was  of  normal  size.     More  blood  was  swabbed  out,  the 


Fig.  1. — Diagrammatic  representation  of  the 
relationsliip  of  the  blood-clot,  protruding 
from  the  inner  end  of  the  ovary,  to  the 
fallopian  tube. 


Fig.  3. — Drawing  from  microscopical  section 
(X  5  diam.),  showing  normal  ovarian  tissue 
in  the  lower  half,  with  large  blood-clot  pro- 
truding from  upper  extremity,  the  greater 
portion  of  which  is  surrounded  by  ovarian 
stroma.  Chorionic  villi  throughout  the  blood- 
clot  are  represented  by  darker  shading. 
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Fig.  5.— Micro-photograph  (x  204  diam.)  of  ovum 
lying  in  ovarian  stroma,  in  the  vicinity  of  the 
blood-clot. 


Fig.  6.— Micro-photograph  (x  124  diam.)  of  por- 
tion  of  ovary  in  the  vicinity  of  the  blood-clot, 
showing  corpus  albicans. 
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Fig.  2. — Watercolour  drawing,  natural  size,  of  the  right  ovary,  after  removal, 
showing  protrusion  of  blood-clot. 
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Fig.  4.— Watercolour  drawing-  from  microscopical  section  (  80  diam.) 
showing  chorionic  villus  lying  in  blood-clot.  The  double  layer  of 
epithelial  cells  (cellular  layer  or  Langhan  s  layer,  and  plasmodial 
layer  or  syncytium)  is  well  shown. 
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abdomen   flushed  with   normal  saline,  and  the  wound  closed. 
The  operation  lasted  half  an  hour.^ 

The  after-treatment  consisted  in  salines,  fei-  rectum,  every 
four  hours.  The  patient  was  very  collapsed  for  two  days,  but 
after  that  the  convalescence  was  uneventful.  She  was  up  on 
the  twelfth  day,  and  left  hospital  two  days  later.  The  patient 
was  shown  at  a  meeting  of  the  Medico-Chirurgical  Society  on 
the  14th  of  December  1910.  Her  further  history  has  already 
been  referred  to. 

Histological  Data. 

The  ovary,  after  removal,  was  at  once  placed  in  Jore's 
solution,  and,  after  the  colour  had  been  brought  back,  water- 
colour  drawings  were  made  of  it  from  four  points  of  view,  one 
of  which  is  illustrated.  It  was  then  put  through  various 
alcoholic  solutions  and  was  embedded  in  paraffin  without  being 
interfered  with  in  any  way.  Serial  sections  of  '01  mm.  were 
then  cut  in  the  long  axis  of  the  ovary,  the  half  of  which 
were  stained,  and  all  carefully  examined.  After  this,  sections 
of  the  other  half  were  taken  at  intervals,  stained  and  examined, 
it  being  thought  unnecessary,  from  the  examination  of  the  first 
half,  to  examine  the  whole  of  the  second  series.  As  is  always 
the  case,  the  blood-clot  interfered  with  the  cutting  of  the 
sections. 

Fig.  3  is  a  typical  example  of  what  was  found  in  practically 
every  section.  No  foetus  was  discovered,  but  chorionic  villi 
were  present  in  the  blood-clot  (see  Fig.  4)  of  a  great  number  of 
the  sections.  In  no  case  did  they  encroach  on  the  ovarian 
stroma.  No  corpus  luteum  or  lutein  cells  were  seen,  nor  was 
any  decidual  tissue  discovered. 

^  I  took  the  ovary  away  with  me,  and  the  same  night  submitted  it 
to  my  friend  Dr  Wm.  Fordyce,  who  admitted  that  my  supposition  was 
probably  correct,  namely,  that  this  was  a  case  of  true  ovarian 
pregnancy. 

Orders  were  given  that  the  blood-clot  removed  was  to  be  carefully 
preserved,  but  owing  to  an  unfortunate  misunderstanding  between  the 
resident  surgeon  and  the  nurse  this  was  not  done. 
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Presuming  that  impregnation  had  not  taken  place  prior  to 
the  last  menstrual  period,  which  was  normal,  the  possibility  of 
conception  had  occurred  on  two  occasions :  the  first,  two  or 
three  days  after  the  last  period,  and  the  second,  ten  days  later. 
In  all  probability,  therefore,  the  pregnancy  was  either  one  of 
ten  or  twenty-two  days'  duration. 

I  have  to  thank  Professor  Eobinson  and  Dr  William  Fordyce 
for  much  kind  help,  Miss  Margaret  Waterston  for  the  water- 
colour  drawing,  Mr  Eobert  Muir  for  Figs.  3  and  4,  and  Mr 
E.  J.  Henderson  for  the  micro-photographs ;  also  the  Carnegie 
Trust,  for  a  grant  to  cover  the  expenses  of  the  illustrations. 
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Dr  Barbour  Simpson  (who  had  taken  the  Chair,  the  President 
having  been  called  away)  said  the  Society  was  extremely 
indebted  to  Mr  George  Chiene  for  bringing  before  them  this 
extremely  valuable  and  rare  case.  This  paper  went  to  prove 
that  Mr  George  Chiene's  retirement  from  the  Obstetrical  Society 
some  years  ago  was  somewhat  premature.  Dr  Barbour  Simpson 
had  only  seen  one  case  of  ovarian  pregnancy,  and  that  was  dis- 
covered somewhat  unexpectedly  after  the  removal  of  the  ovary. 

Dr  Berry  Hart  congratulated  Mr  Chiene  on  his  first-rate 
paper,  and  thought  the  Society  would  condone  the  poaching  on 
its  preserves.  There  was  no  doubt  Mr  Chiene's  case  was  that 
of  a  primary  ovarian  pregnancy. 

The  demonstration  of  this  form  of  primary  ectopic  gesta- 
tion had  shown  that  the  covering  of  the  villus  must  be  purely 
foetal.  The  existence  of  Miillerian  epithelium  in  the  ovary  was 
very  rare,  but  Eussell  of  Baltimore  had  a  case  where  there  was 
real  mucous  membrane,  like  the  uterine  mucous  membrane  on 
the  periphery  of  the  ovary. 

Dr  Barbour  thanked  Mr  Chiene,  and  thought  the  Society 
could  still  claim  him  as  a  gynaecologist.  One  or  two  points 
had  struck  him.  That  the  gestation  took  place  towards  the 
uterine  end  of  the  ovary  was  interesting,  so  that  there  could  be 
no  question  of  its  having  developed  in  the  ovarian  fimbria  of 
the  tube.  The  early  occurrence  of  such  profuse  hsemorrhage 
was  also  significant,  recalling  Dr  Watson's  case  of  death  from  a 
small  perforation  of  a  tubal  gestation. 
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Dr  Haaltain  said  the  only  point  which  struck  him  as  of 
special  interest  was  the  fact  that  there  was  no  vaginal 
bleeding.  In  bringing  a  paper  before  the  Society  at  one  time, 
he  had  mentioned  that  he  considered  in  the  majority  of  cases 
where  there  was  hsemorrhage  it  was  from  the  separation  of 
the  ovum  in  the  tube,  the  blood  regurgitating  through  the  tube 
to  the  uterus.  In  these  cases  where  the  uterine  end  of  the 
ovum  was  not  separated  there  might  be  no  external  bleeding. 
Mr  Chiene's  case  seemed  to  corroborate  this  view,  because  here 
there  was  a  condition  which  was  not  in  the  tube ;  the  blood  had 
no  chance,  therefore,  of  regurgitating  througli  the  tube  and 
coming  out  as  a  uterine  hsemorrhage.  There  was  here  certainly 
very  strong  support  of  the  theory  which  he  had  previously 
brought  forward,  and  which  gave  rise  to  some  considerable  dis- 
cussion at  the  time.  Mr  Chiene  made  one  error  in  stating  that 
there  was  always  menstrual  symptoms  associated  with  tubal 
gestation.  There  were  numerous  cases  recorded,  some  of  which 
he  had  himself  seen,  in  which  there  were  none.  He  had 
enjoyed  the  paper  very  much,  and  it  was  certainly  the  first 
case  of  ovarian  pregnancy  demonstrated  to  his  satisfaction. 
That  there  is  ovarian  pregnancy  is  an  undoubted  fact. 

Dr  James  Bitchie  had  listened  with  very  great  pleasure  to 
Mr  Chiene's  paper,  and  congratulated  him  on  the  way  in  which 
he  had  read  up  the  case,  and  the  very  clear  and  able  way  in 
which  he  had  demonstrated  it. 

Dr  Wm.  Fordyce  said  he  had  nothing  to  say,  and  only  rose 
because  Mr  Chiene  had  mentioned  his  name.  He  thought  there 
was  no  doubt  about  it  being  a  primary  ovarian  pregnancy. 

"With  regard  to  Dr  Haultain's  remarks  as  to  the  question  of 
hsemorrhage  externally,  he  would  have  been  inclined  to  agree 
had  he  not  earlier  in  the  evening  shown  a  specimen  of  extra- 
uterine gestation  where  there  was  internal  hsemorrhage  but  no 
hsemorrhage  externally. 
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They  were,  he  thought,  very  much  indebted  to  Mr  Chiene 
for  bringing  this  matter  before  the  Society.  The  condition  is  a 
very  rare  one.  When  in  Glasgow  recently  he  was  very  much 
astonished  indeed  to  see  a  case  of  ovarian  gestation  quite  as  big 
— a  two  months'  gestation — occurring  right  in  the  centre  of  the 
ovary ;  it  was  shown  by  Dr  Munro  Kerr. 

Mr  Scott  Garmichocl  referred  to  the  question  of  the  luteal 
tissue.  He  understood  that  Mr  Chiene  had  not  been  able  to 
find  any  luteal  tissue.  It  is  stated  that  in  most  cases  of  ovarian 
pregnancy  it  is  present.  Mr  Chiene  alluded  to  cross  impregna- 
tion through  the  opposite  tube.  That  had  been  proved  un- 
doubtedly in  animals;  in  rabbits,  where  the  tube  and  ovary 
extend  far  up,  it  occurs,  and  if  it  can  occur  in  animals  one  can 
quite  well  see  that  it  can  occur  in  the  human,  particularly  in 
multipara  women.  He  had  learned  a  great  deal  from  Mr 
Chiene's  paper,  and  thanked  him  for  it. 

Dr  James  Young  mentioned  one  point  which  was  of  special 
interest  to  him,  because  it  had  a  bearing  on  some  work  which 
he  did  some  years  ago  and  which  he  was  at  the  present  time 
expanding,  namely,  how  is  it  that  the  maternal  tissues  react 
to  the  chorionic  stimulus?  In  the  material  he  had  the 
opportunity  of  examining,  which  consisted  of  tubal  pregnancy, 
of  chorion  epithelioma,  and  also  early  normal  pregnancy,  he 
was  able  to  show  that  the  reaction,  and  especially  the  manner 
in  which  the  vessels  open  and  pour  out  their  blood  round  the 
chorionic  tissue,  is  not,  as  has  been  previously  explained,  due 
to  the  erosion  by  the  chorionic  cells  of  the  vessel  walls,  but 
depends  upon  some  materials  or  secretion  elaborated  by  the  foetal 
tissue,  which  act  on  the  protoplasm  of  the  cells  so  as  to  produce 
a  more  active  change.  All  he  would  say  was  that  Mr  Chiene's 
specimen  bears  out  the  fact  that  one  gets  the  vessels  open- 
ing up  at  a  distance  from  the  chorionic  cells.  The  appearances 
coincide  with  those  which  he  had  previously  demonstrated. 
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The  President  apologised  for  his  absence,  and  regretted 
exceedingly  that  he  had  not  heard  Mr  Chiene's  paper.  He  was 
very  pleased  indeed  that  the  paper  had  been  read  before  the 
Society,  because,  as  far  as  he  knew,  a  case  had  not  been  recorded 
in  Edinburgh  previously.  Mr  Chiene's  case  was  absolutely 
conclusive. 

Mr  Chiene,  replying,  thanked  the  President  and  Dr  Barbour 
Simpson  for  their  kind  and  appreciative  remarks. 

Dr  Berry  Hart  had  accused  him  of  poaching.  As  a  matter 
of  fact  it  was  between  11.30  and  12  o'clock  at  night  when  he 
operated,  otherwise  he  would  have  asked  Dr  Fordyce  to  see 
the  patient.  Further,  the  case  was  sent  in  as  acute  appendicitis, 
not  ectopic  gestation.  He  thought  it  important  that  all 
gynaecologists  should  be  able  to  operate  on  intestinal  cases,  and 
that  surgeons  should  be  able  to  operate  on  gynaecological 
conditions.  He  was  much  interested  to  hear  what  Dr  Berry 
Hart  said  on  the  question.  He  (Mr  Chiene)  had  read  most  of 
the  literature  on  the  subject,  and  was  inclined  to  disagree  with 
Webster. 

The  drawing  he  handed  round  showed  the  condition  found 
at  the  operation;  several  men  were  present,  and  they  all  saw 
the  exact  condition  of  affairs. 

He  had  not,  he  thought,  said  just  what  Dr  Haultain  stated. 
In  all  the  recorded  cases  of  extra-uterine  gestation  he  had  only 
met  with  a  few  in  which  there  was  no  menstrual  irregularity. 
What  he  did  say  was  that  "  in  practically  all  there  is  either  a 
missed  period,  or  a  history  of  abnormality  in  the  duration,  or 
irregularity  of  the  periods." 

Dr  Haultain.     The  "  practically  "  saves  you. 

Mr  Chiene.  The  only  case  he  had  been  able  to  find  which 
exactly  corresponded  with  his  in  this  connection  was  recorded 
by  Arnold  Lea  of  Manchester. 

With  regard  to  the  question  of  bleeding  from  the  uterus, 
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the  patient  expected  to  be  unwell  three  days  after  admisi-iion 
to  the  hospital,  and  became  normally  so  two  days  later.  Arnold 
Lea's  case  was  similar,  and  no  decidual  cast  was  seen. 

Mr  Scott  Carmichael  referred  to  luteal  tissue.  According 
to  some  authorities  this  seems  to  be  essential.  If  it  is  essential, 
then  the  great  majority  of  cases  recorded  as  ovarian  pregnancy 
are  not  ovarian  pregnancy. 

He  knew  that  cross  impregnation  was  perfectly  well 
recognised,  and  only  mentioned  the  subject  to  show  the  possible 
importance  of  saving  the  tube.  The  case  quoted  proved  this 
contention. 

Dr  Young  had  seen  many  of  the  sections,  and  he  (Mr  Chiene) 
was  glad  that  he  was  interested.  He  had  referred  to  the  point 
that  all  the  chorionic  villi  were  in  the  middle  of  the  blood-clot 
and  in  no  way  related  to  the  ovarian  tissue,  yet  they  were  able 
to  demonstrate  the  blood  pouring  out  from  an  ovarian  artery. 


VII.  ON  THE  DURATION  OF  THE  INTERVAL  BETWEEN 
INSEMINATION  AND  PARTURITION  IN  CERTAIN 
MAMMALS  AS  STUDIED  IN  BIOMETRIC  CURVES, 
WITH  SPECIAL  REFERENCE  TO  THE  CALCULA- 
TION OF  THE  ONSET  OF  LABOUR  IN  HUMAN 
PREGNANCY. 

By  D.  Berry  Hart,  M.D.,  F.R.C.P.,  Edinburgh. 

"II  est  prouve  par  les  faits  queje  viens  d'exposer,  que  la 
gestation  consideree  dans  les  femelles  de  sept  genres  d'animaux 
domestiques,  n'a  point  de  terme  fixe;  qu'elle  est  susceptible 
de  varier." — Tessier,  op.  cit.,  p.  15. 

"  Denn  wenn  fiir  die  Bestimmung  der  Dauer  eines  Processes 
eine  genaue  Kenntniss  seines  Anfangs  und  Endes  unerliisslich 
ist  so  miissen  wir  unbedingt  eingesehen  :  Ignoramus  ja  sogar 
hinzufiigen,  et  ignorabimus." — von  Winckel. 

The   questions    of    the   Duration    of   Pregnancy   and    of    the 
calculation  of   the  date  of   labour  in    the   human   feuiale   are 
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elementary  ones  in  obstetrics,  but  the  views  usually  expressed 
are  not  only  somewhat  indefinite  and  inaccurate,  but  the  data 
from  which  the  onset  of  labour  is  calculated  have  not  hitherto 
been  considered  critically,  nor  in  the  light  of  modern  elementary 
biometric  methods. 

There  exist,  however,  excellent  data  by  Earl  Spencer, 
Tessier,  and  Krahmer  as  to  the  interval  between  insemination 
and  parturition  in  Cattle ;  and  we  have  also  similar  statistics  as 
to  Ewes  and  Mares  by  Tessier. 

In  regard  to  the  human  female,  there  are  groups  of  statistics 
by  J.  Y.  Simpson,  Montgomery,  Eeid,  Ahlfeld,  von  Winckel, 
Issmer,  Schlichting,  where  the  date  of  labour  is  reckoned  from 
the  first  day  or  last  day  of  menstruation,  or  from  a  single 
congress  or  a  supposed  day  of  conception.  These  data  are 
thus  not  all  on  the  same  plane,  owing  to  the  different 
menstrual  date  chosen  in  fixing  the  starting-point  of  the 
calculation,  and  are  also  less  suitable  for  our  purpose,  as  usually 
percentages  or  averages  of  the  results  are  given  instead  of  the 
actual  figures  in  detail. 

Statistics  in  Ewes  and  Cattle. 

Tessier  gives  the  results  of  the  date  of  labour  following 
insemination  in  912  ewes  as  follows : — 

BREBIS. 


Nombre  de 

Duree  de  la 

Nombre  de 

Duree  de  la 

Brebis. 

Gestation :  Jours. 

Brebis. 

Gestation:  Jours 

2 

146 

183 

152 

15 

147 

176 

153 

36 

148 

60 

154 

87 

149 

24 

155 

142 

150 

7 

156 

175 

151 

5 

157 

It  is  to  be  noted  here  that  labour  came  on  between  the 
146th  and  157th  day,  and  that  every  day  had  some  lambs  born. 

The  results  of  Tessier's  ewe  statistics  may  be  plotted  out  in 
a  curve,  and  this  is  shown  in  Fig.  2,  and  done  as  follows  on  a 


Fig.  ]. — Frequency  polygon  showing  some  of  the  results  of  the  repeated  withdrawals  of 
999  balls  from  an  urn  with  a  large  number  of  black  and  white  balls  in  equal 
numbers.  Only  the  results  of  the  most  probable  drawings  are  given  ;  the  less 
frequent  probabilities  are  not  given  in  the  polygon  (Quetelet :   r.  text). 
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Fig.  2. — Curve  of  results  in  Tessier's  statistics  of  912  births  in  ewes.  The  vertical 
column  gives  the  numbers,  the  base  line  the  days  of  birth  after  insemination.  The 
results  are  plotted  out  from  24-hour  groupings. 
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graph  sheet.  The  numbers  of  the  animals  born  on  a  certain  day 
are  indicated  by  a  dot  above  the  appropriate  day  and  opposite 
the  number  as  it  occurs  in  the  vertical  series  of  consecutive 
numbers  to  the  left  side.  On  the  base  lino  the  days  are 
arranged  consecutively  or  according  to  the  groups  of  days 
chosen,  and  in  this  way  any  dot  has  its  value  given  in  number 
of  animals  and  day  of  their  birth.  When  the  dots,  or  rather  the 
tops  of  the  ordinates,  are  joined  by  a  continuous  line,  we  get 
some  form  of  frequency  curve  or  polygon,  giving  the  probability 
dates  for  labour  in  the  mammals  chosen. 

The  frequency  polygon,  in  various  forms,  expresses  the 
statistical  results  of  vital  or  non-vital  processes  when  sufficient 
observations  are  made.  Thus  whether  we  take  statistics  of 
births  and  deaths,  measurements  of  organs  or  of  vital  move- 
ments, coin  tossings  or  hand  variations  in  card  games,  we  get 
this  curve  of  frequency,  enabling  us  to  see  the  results  clearly 
and  scientifically ;  and  there  is  the  further  great  advantage 
that  we  are  able  to  calculate  and  predict  accurately  the  range 
of  the  probability  of  the  occurrence  of  future  similar  events. 
We  may  take  here  in  preliminary  explanation  the  ewe-labour 
curve  and  note  that  it  is  a  lofty,  somewhat  narrow  symmetrical 
frequency  curve  (Fig.  2),  showing  that  the  greatest  number  of 
labours  happens  between  the  149th  and  153rd  days,  the  numbers 
before  and  behind  these  dates  being  much  less. 

Before  going  on,  however,  to  consider  fully  the  results  and 
curves  of  labour  dates  in  ewe,  cattle,  and  human  labours,  it 
will  be  of  some  advantage  to  consider  the  nature  and  methods 
of  the  interpretation  of  such  curves,  and  this  will  be  conveniently 
done  by  giving  a  short  extract  from  one  of  Quetelet's  letters  on 
the  Theory  of  Prvhahilitics,  published  as  long  ago  as  1849,  and 
now  out  of  print  and  difficult  to  obtain. 

Much  work  has  been  done  since  then,  especially  by  Galton  and 
Karl  Pearson,  but  Quetelet  was  a  pioneer  in  its  practical  applica- 
tions, and  wrote  in  a  singularly  clear  and  attractive  manner. 
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We  may  take  (1)  one  of  his  illustrations,  viz.,  the  results 
of  removing  999  l)alls  at  a  time  from  an  urn  containing  a  large 
number  of  white  and  black  balls  in  equal  proportions,  and  (2)  a 
short  account  of  a  coin-tossing  experiment  by  Jevons. 

(1)  Quetelet  shows  (Fig.  1)  that  the  probability  of  taking 
999  white  balls  without  one  black  is  extraordinarily  small:  — 

"  There  would  be  but  one  chance  for  this  drawing  out  of  a 
total  number  of  chances  which  it  would  take  more  than  three 
hundred  figures  to  indicate. 

"The  following  event,  which  would  consist  of  taking  998 
white  balls  and  one  black,  would  also  have  an  extraordinarily 
small  probability;  and  it  would  be  the  same  with  all  the 
drawings  of  a  great  number  of  white  balls  with  a  few  black 
balls,  or  a  great  number  of  black  balls  with  a  few  white.  These 
drawings  might  be  considered  as  nearly  impossible. 

"  We  only  obtain  a  probability  slightly  appreciable  by 
supposing  that  of  999  balls  drawn,  there  are  at  least  420  white 
and  not  more  than  579 :  the  same  with  the  black  balls.  In 
either  case  the  probability  of  the  drawing  is  only  represented 
by  the  very  small  fraction  -00000004. 

"  The  probability  increases  in  proportion  as  the  number  of 
white  balls  in  each  drawing  approaches  to  equality  with  the 
number  of  black  balls ;  and  the  drawing  which  has  the  greatest 
probability  is  that  of  500  white  balls  and  499  black,  or  vice 
versa.     This  probability  would  be  -025225. 

"  If  we  wished  to  test  theory  l)y  experiment  we  should  be 
almost  certain  that  every  draw  of  999  balls  would  bring  out 
nearly  as  many  white  balls  as  black.  All  the  drawings,  in  fact, 
in  which  the  balls  of  one  colour  would  exceed  those  of  the  other 
colour  by  160  would  not  together  have  half  a  millionth  of 
probability  in  their  favour.  It  would  be  superfluous,  in 
constructing  a  table  of  the  possibility  of  drawing  any  group  of 
999  balls,  to  take  any  account  of  these  latter  drawings,  the 
nun)l)er  of  which  mount  up  to  840:  we  may  content  ourselves 
with  calculating  the  100  groups  which  do  not  contain  less 
than  420  and  not  more  than  579  white  balls.  .  .  . 

"The   drawing   of   499  white  balls  and  500  black   is  that 


BY    mi    D.    BEEKY    HAKT.  Ill 

which  has  the  greatest  number  of  chances  in  its  favour.  The 
drawing  of  498  white  balls  and  501  black  has  a  less 
probabihty. 

"In  proportion  as  the  difference  between  the  number  of 
black  and  white  balls  in  each  drawing  of  999  balls  increases, 
the  probability  of  the  drawing  diminishes.  This  decrease  is 
shown  in  the  figure  by  the  heights  of  the  small  successive 
rectangles  constructed  on  a'b',  Vc,  c'd',  etc.  (Fig.  1).  Thus  the 
probability  of  drawing  480  white  balls  out  of  999  is  represented 
by  the  small  rectangle  constructed  on  o'p'  (Fig.  1).  The  table 
of  possibility^  gives  the  number  of  -011794;  and  the  figure 
shows  that  this  probability  is  in  fact  little  less  than  half  the 
maximum  probability  which  consists  of  taking  499  white  balls 
in  one  drawing — a  probability  which  is  represented  in  the 
figure  by  the  greatest  rectangle,  that  constructed  on  ah'  (Fig.  1). 

"The  small  rectangles  afterwards  decrease  so  rapidly  that 
that  which  represents  the  probability  of  taking  450  white  balls  in 
a  drawing  of  999  has  scarcely  any  height:  and  yet,  to  follow 
the  law  of  continuity,  we  should  construct  450  more,  each 
successively  diminishing  in  height.  I  have  not  represented 
them  in  the  figure,  for  not  even  a  magnifying-glass  would  have 
sufficed  to  make  them  appreciable.  .  .  . 

"Each  of  the  small  rectangles,  in  juxtaposition  in  the 
figure,  indicates  by  its  size  the  proba-bility  of  the  most  probable 
drawings  of  999  balls. 

"  Tlie  figure  is  symmetrical  on  the  two  sides  of  the  axis 
aa  ;  and  this  ought  to  be  the  case,  for  what  takes  place  for 
the  white  balls  should  also  take  place  for  the  black.  Thus  the 
two  rectangles  constructed  on  po  and  p'o',  on  the  two  sides  of 
and  at  equal  distances  from  the  axis  aa',  are  equal,  because  the 
probability  of  taking  519  white  balls  and  480  black  is  equal  to 
that  of  taking  480  white  and  519  black.  .  .  . 

"  IV hat  we  might  bet  on  each  draiving  individually  is 
yioportional  to  the  heiylit  of  the  small  rectangle  which  corresponds 
to  that  drawing.  If  the  heights  of  these  small  rectangles 
represented  piles  of  crowns,  in  collecting  all  those  deposited 
between  m  and  m,  I  doubt  not  but  that  great  embarrassment 

^  Quetelet  gives  this  table  in  an  appendix. 
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would  be  felt  in  joining  to  them  those  extremely  small  numbers 
placed  without  their  limits:  all  the  crowns  composing  them 
would  scarcely  form  a  thousandth  part  of  those  included 
within  the  limits  stated "  (Downes,  transL,  pp.  66  ct  seq.). 

2.  A  Coin-tossing  Experiment  hy  Jevons. — Coin-tossing  experi- 
ments or  trials  illustrate  probability  very  well  and  simply. 
Jevons  tossed  ten  shillings  as  a  whole,  registering  the  heads, 
and  did  this  for  2048  throws  in  two  sets  of  1024  throws  each. 
The  following  table  (op.  cit.,  p.  208)  gives  his  actual  results 
and  the  theoretical  ones : — 


Character  of 
Throw. 

Theoretical 
Numbers. 

First 
Series. 

Second 
Series. 

Average. 

Divergence. 

Heads.               Tails. 

10                    0 

1 

3 

1 

2 

+  1 

9                    1 

10 

12 

23 

17* 

+  7* 

8                   2 

45 

57 

73 

65 

+  20 

7                   3 

120 

129 

123 

126 

+  6 

6                  4 

210 

181 

190 

185i 

-25* 

5                   5 

252 

257 

232 

244* 

-7| 

4                  6 

210 

201 

197 

199 

-11 

3                   7 

120 

111 

119 

115 

-5 

2                   8 

45 

52 

50 

51 

+  6 

1                   9 

10 

21 

15 

18* 

+  8 

0                 10 

1 

0 

1 

Totals 

1024 

1024 

1024 

1024 

-1 

On  this,  Jevons  remarks: — "The  whole  number  of  single 
throws  of  coins  amounted  to  10  x  2048,  or  20,480  in  all,  one 
half  of  which,  or  10,240,  should  theoretically  give  heads.  The 
total  number  of  heads  obtained  was  actually  10,353,  of  5222  in 
the  ih^st  series  and  5131  in  the  second.  The  coincidence  with 
theory  is  pretty  close,  but  considering  the  large  number  of 
throws,  there  is  some  reason  to  suspect  a  tendency  in  favour 
of  heads."  ^ 

If   the  theoretical  numbers  were  plotted  out,  a  frequency 

1  It  is  worth  notice  that  in  human  births  there  is  always  a  slight, 
and  hitherto  unexplained,  preponderance  of  male  infants. 
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polygon  would  bs  obtained,  and  the  actual  throws  would  have 
closely  approximated  to  it. 

Galton  in  his  pioneer  work  in  this  country  on  Hereditary 
Genius  gives  good  illustrations  on  these  points,  showing  that  in 
height  -  measurements  of  men  the  results  plotted  out  give  a 
symmetrical  frequency  polygon,  or,  as  he  puts  it : — "  The  line 
of  average  height  is  that  which  divides  the  dots  into  two  equal 
parts  and  stands  in  the  case  we  have  assumed  at  the  height  of 
66  inches.  The  dots  will  be  found  to  be  ranged  so  symmetrically 
on  either  side  of  the  line  of  average  that  the  lower  half  of  the 
diagram  will  be  almost  a  precise  reflexion  of  the  ujDper  one " 
{pp.  cit.,  p.  24).  The  same  holds  good  as  to  shots  at  a  target,  as 
will  be  alluded  to  later. 

I  now  wish  to  take  up  in  detail  (1)  Tessier's  statistics  as  to 
ewes ;  (2)  Spencer's  as  to  cattle ;  (3)  Tessier's  as  to  cattle ;  (4) 
von  Winckel's  and  Eeid's  as  to  the  human  female. 

Tessier's  Curve  as  to  Ewes. 

The  curve  given  by  the  ewe  -  labour  dates  is  an  almost 
symmetrical  one,  a  little  skew  on  the  right  side.  Of  the  912 
births,  676,  practically  three-fourths,  were  born  on  the  150th  to 
154th  day  after  insemination. 

As  the  ewe  curve  is  the  simplest  of  all,  it  may  be  as  well 
that  an  attempt  be  made  to  explain  it,  as  this  will  facilitate 
understanding  the  others.  One  must  at  present  leave  out  of 
consideration  any  question  of  the  duration  of  the  pregnancy. 
There  may  or  indeed  must  be  a  probabiUty  duration,  but  as  we 
do  not  know  how  labour  is  started,  i.e.,  we  do  not  know  the 
maternal  and  supposed  chemical  stimulus  factor,  it  would  only 
lead  one  astray  to  import  it  into  the  discussion  at  present. 

The  points  to  be  noted  in  this  curve  are:  (1)  the  occurrence 
of  the  labours  was  on  consecutive  days ;  (2)  the  small  spread  of 
the  curve,  only  11  days  (146  —  157);  (3)  its  comparative  and 
almost  symmetrical  nature. 

H 
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It  may  be  considered  as  probable  that,  in  the  ewe,  only  one 
ovum  is  shed  at  or  near  the  time  of  insemination,  and  that  the 
difference  in  the  number  of  days  between  insemination  and 
labour  is  due  to  the  greater  or  less  number  of  days  which  the 
male  element  took  to  meet  the  ovum. 

Thus  we  may  suppose  that  the  ovum  was  met  almost  at 
once  by  the  spermatozoon  in  the  case  of  the  two  lambing  on 
the  146th  day :  and  thus  that  in  the  others,  if  we  subtract  146 
from  their  date,  we  get  the  delay  of  meeting  in  each  case. 

It  may  be  urged  that  this  means  that  the  largest  number 
of  gametic  (spermatozoon  and  ovum)  unions  takes  place, 
not  at  first,  but  later.  There  is,  however,  no  proof  either 
way,  except  that  the  later  delay  explains  the  curve  better ; 
and  thus  the  present  assumption  is  at  least  as  justifiable  as  the 
other. 

The  meeting  of  the  ovum  and  spermatozoon  may  be  regarded 
as  similar  to  the  shots  at  a  target,  as  these  in  sufficient  number 
give,  when  the  distances  from  the  bull's  eye  are  reckoned,  a 
frequency  polygon.  In  the  insemination  question  it  is  of 
course  the  delay  period  in  meeting  the  ovum  and  the  duration 
of  the  pregnancy  so  initiated  that  are  taken  into  consideration. 

The  insemination  -  labour  period  is  really  made  up  of 
three  elements  —  the  interval  between  the  meeting  of  the 
spermatozoon  and  ovum,  the  actual  probable  duration  of 
pregnancy,  and  the  probable  duration  of  the  labour.  The  date 
of  labour  is  not  the  date  of  the  onset  of  labour  but  of  its  end, 
and  when  labour  is  prolonged,  as  it  often  is  in  cattle  and  the 
human  female,  an  extra  day  or  more  is  thus  added  to  the 
insemination  -  labour  duration.  As  in  human  labour  the 
duration  of  labour  varies  from  15-22  hours  (Veit),  we  may 
leave  it  out  and  reckon  it  with  the  pregnancy  duration  in  each 
case.     This  makes  no  practical  difference. 

We  may  therefore  practically  consider  the  insemination- 
labour  date  as  made  up  of  the  delay  period  and  the  duration 
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of  pregnancy  and  labour,  i.e.,  we  take  in  the  labour  with  the 
pregnancy  as  to  time,  considering  the  animal  legally  pregnant 
until  labour  ends. 

To  those  who  object  over  this  addition,  it  may  be  said  that 
a  day  may  be  deducted  for  the  labour  duration. 

Tables  by  Spencer  and  Tessier. 
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Spencer    (fifth    Earl,    1782-1845,    better    known    as    Lord 
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Althorp  ^ ),  in  his  paper  in  the  Veterinarian  for  1839  gives  a 
table  of  the  number  of  days  intervening  between  insemination 
and  labour  in  764  cattle.  Spencer's  remarks  on  his  data  are 
excellent,  and  indeed  the  table  is  probably  the  best  and  most 
thorough  on  such  statistics  that  we  possess. 

We  see  in  it  clearly  the  variation  in  the  days  intervening 
between  insemination  and  labour.  The  smallest  number  of 
days  is  220,  the  greatest  313.  If  we  subtract  those  Spencer 
was  unable  to  rear,  viz.,  six  before  the  242nd  day,  or  even  if  we 
accept  his  dictum  that  any  one  born  before  the  260th  day  may 
be  considered  as  premature  {op.  cit,  p.  724),  the  spread  is 
still  from  260  days  to  313,  fifty-three.  The  greatest  number 
was  born  between  the  276th  day  and  the  293rd,  673 ;  while 
between  the  294th  and  313th  days,  31  births  took  place.  A 
glance  at  the  second  column  of  the  table  suggests  a  probability 
polygon. 

The  table  is  further  of  interest  as  to  the  sex  of  the  off- 
spring, lu  764  cattle  the  sexes  are  in  the  proportions  of 
354  cow  calves  (340  +  14)  to  427  bull  calves  (395 -MO -h 22), 
thus  showing  an  overpreponderance  of  male  births,  82, 
as  in  man.  "  In  those  whose  gestation  did  not  exceed 
286  days,  the  number  of  cow  calves  produced  was  233 
and  the  number  of  bull  calves  234;  while  from  those 
whose  period  exceeded  286  days,  the  number  of  cow  calves 
was  only  90,  while  the  number  of  bull  calves  was  152"  {op.  cit., 
p.  724). 

He  also  states  that  he  was  not  able  "  to  rear  any  calf 
produced  at  an  earlier  period  than  242  days  {op.  cit.,  p.  724), 
but  does  not  say  that  those  born  after  an  apparently  prolonged 
gestation  were  above  the  usual  size.  All  he  says  is,  "any 
period  of  gestation  exceeding  300  days  must  also  be  considered 

'  For  the  high  esteem  in  which  Lord  Althorp  was  held  as  a  trust- 
worthy observer  and  statesman,  see  JVat.  Diet,  of  Biogra2yhy  and 
Trevelyan's  Life  of  Lord  Macaxday. 
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Fig.  3. — Frequency  polj^gon  based  on  Earl  Spencer's  birth  statistics  of  764  cattle  ; 

in  48-hour  groupings. 
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irregular,  but  in  this  latter  case  the  health  of  the  produce  is 

not  affected  "  (op.  cit,  p.  724). 

He  does  not  state  definitely  what  he  took  as  the  initial 

date  of  his  reckoning  in  his  statistics  as  to  the  onset  of  labour, 

but  it  can  only  have  been  insemination. 

On  looking  at  Spencer's  table,  it  will  be  noted  that  the  days 

on  which  labour  came  on  are  not  consecutive  as  in  Tessier's 

ewe-labour  statistics.  Spencer's  results  are  grouped  in  24- 
hour  observations,  and  therefore  the  margin  between  one  day 
and  the  next  might  be  narrow,  as  one  can  imagine  that  a 
certain  number  of  labours  might  be  close  on  midnight  of 
one  day  and  another  number  immediately  after  it  on  the 
following  day.  Thus  it  seemed  advantageous  to  group  the 
labours  in  48  hours  and  plot  the  curve  from  them.  This  was 
the  more  justifiable,  as  when  grouped  in  24  -  hours'  series, 
Spencer's  curve  was  peaked  and  irregular,  but  smoothed  out  in 
the  48-hour  groups.  The  extreme  figures  which  would  have 
been  at  each  end  of  the  curve  were  omitted  as  in  Quetelet's 
drawings  of  balls  (Fig.  1).  Spencer's  curve  in  48-hour  groups 
is  then  (from  269th  to  297th  day)  a  lofty  symmetrical  curve 
(Fig.  3),  the  greater  number  of  the  labours  occurring  between 
the  279th  to  291st  days. 

The  following  gives  the  results,  in  48-hour  groupings,  on 
which  the  curve  is  based. 

The  followincr  fiaures  give  those  in  the  curve  : — 
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Tessier's  statistics  are  based  on  the  same  interval  in  446 
cows,  and  are  as  follows : — 


Sombre  de 

Duree  de  la  Gestation:           i 
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Duree  de  la  Gestation  : 
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291 
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29 
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1 

309 

27 
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In  the  circulars  Tessier  sent  out  he  asked  the  agriculturists 
to  give  "les  jours  de  saillies  et  de  mises  has  des  femelles" 
(op.  cit.,  p.  4). 

Tessier's  cattle  results  are  fewer  in  number,  and  when 
plotted  out  in  intervals  of  48  hours,  as  in  Spencer's,  are  as 
follows : — 
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The  curve  is  less  regular,  luit  similar  to  Spencer's. 
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Krahmer  (quoted  by  Ahlfeld)  gives  statistics  in  eight  cattle, 
and  these  are  as  follows : — 

No.  1.  on  282,  277,  279,  281,  286,  281,  277. 

No.  2.  on  282,  283,  283,  280,  276,  277,  281. 

No.  3.  on  283,  281,  284,  281,  283,  280,  250,  277. 

No.  4.  on  284,  280,  289,  284,  292,  290. 

No.  5.  on  301,  304,  299,  303. 

No.  6.  on  276,  286,  291,  295. 

No.  7.  on  275,  294,  283,  303,  284,  275. 

No.  8.  on  303,  284,  280,  321,  278,  288,  275. 

(Given  by  Ahlfeld,  Mon.filr  Geh.,  1869,  p.  295.) 

It  is  to  be  noted  that  the  number  of  days  varies  in  the  same 
animal,  and  that  No.  5  had  always  apparently  long  gestations. 

We  have  now  to  take  up  the  physiological  aspect  of 
insemination  and  its  relations  to  the  labour  dates. 

We  must  first  note  that  at  insemination  an  immense  number 
of  spermatozoa  are  shed,  probably  very  many  millions.  In  a 
human  ejaculation  it  is  calculated  that  220,000,000  are  shed, 
and  these  having  an  independent  power  of  movement,  and,  for 
other  reasons  we  need  not  go  into,  pass  up  the  tract  to  meet 
the  ovum.  It  is  usually  stated  that  they  pass  at  once  into  the 
cornua  or  uterus,  at  least  the  great  majority. 

In  rats,  the  ejaculation  is  made  coherent  by  a  special 
secretion  from  glands  in  connection  with  the  seminal  vesicles. 
In  rabbits,  the  spermatozoa  are  found  in  the  tube  and  ovary 
shortly  after  congress.^ 

^  The  question  of  the  length  of  time  spermatozoa  may  live  in  the 
female  cornual  or  Fallopian  tract  is  not  one  easily  discussed.  Those 
of  the  bat  are  said  to  survive  in  the  uterus  when  winter  impregnation 
takes  place  until  spring,  when  fertilisation  occurs.  In  the  human 
female  they  have  been  found  moving  and  apparently  alive  three  weeks 
after  congress.  Teacher  and  Bryce  state  that  fertilisation  takes  place 
usually  in  the  first  twenty-four  hours  after  congress  {o}).  cit.,  p.  49),  but 
this  is  too  extreme  a  statement,  and  indeed  we  are  as  yet  unable  to  give 
any  figures  on  such  a  point. 
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In  the  ewe  statistics  the  spread  goes  over  12  days,  and 
I  suppose  that  only  one  ovum  was  shed,  owing  to  the  shortness 
of  the  period,  i.e.,  no  second  ovum  can  be  supposed  to  be  shed 
in  the  short  time  so  far  as  these  ewes  are  concerned. 

The  cow,  however,  may  come  into  heat  sometimes  about 
three  weeks  or  so  after  insemination,  and  I  advance  the 
following  explanation  for  cattle.  I  suppose  that  in  cattle  two 
ova  may  be  shed  at  intervals  of  three  weeks,  the  second  being 
fertihsed  by  a  spermatozoon  of  the  one  insemination  which 
failed  to  fertilise  the  first  ovum,  and  that  this  delay  makes  the 
later  date  of  labour  but  does  not  necessarily  mean  a  longer 
duration  of   pregnancy. 

Thus  in  ewes  and  cattle  the  date  of  labour  cannot  be  fixed 
accurately,  as  it  is  a  varying  period  and  is  to  be  considered 
and  fixed  approximately  by  collecting  statistics  and  regarding 
them  hiometrically,  as  one  does  shots  at  a  target,  coin  tossings, 
measicrements  of  heights,  lengths  of  organs. 

The  study  of  these  will  show  how  any  individual  calculation 
of  a  labour  date  must  be  based  on  this  consideration,  and  the 
date  placed  as  most  probable  either  in  ewes  between  the  148th 
and  153rd  day,  or  in  cattle  between  the  279th  and  291st  day. 
It  must  be  kept  in  mind  that  much  less  probably  the  date  may 
fall  in  front  of  or  behind  the  most  probable  ones. 

Human  Pregnancy. 

In  human  pregnancy  the  question  to  be  discussed  is  more 
difficult.  The  initial  point  for  calculation  is  not  so  sharply 
fixed,  and  it  is  evident  we  cannot,  as  in  lower  mammals,  except 
in  a  small  number  of  cases,  reckon  from  a  single  congress. 

In  practice  one  takes  as  the  starting-point  for  the 
calculation  of  the  probable  date  of  labour  (a)  the  day  of 
the  cessation  of  the  last  normal  menstruation ;  (&)  the  day  of 
the    beginning    of    the    last    normal    menstruation;    (c)    the 
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alleged  clay  of  conception ;  (d)  a  single  congress  sufficiently 
isolated. 

The  dates  usually  employed  are  those  of  the  cessation  or 
beginning  of  the  last  normal  period. 

(a)  The  Day  of  the  Cessation  of  the  Last  Normal  Menstruation. 
— This  is  the  usual  initial  date  chosen,  but  is  not  the  best  one. 
Women  may  take  different  views  as  to  when  the  menstrual 
flow  stops,  and  thus  a  varying  element  of  some  days  may  be 
introduced.  The  reason  this  method  of  fixing  the  initial  date 
is  adopted  is  probably  from  an  idea  that  one  is  calculating  or 
getting  at  the  duration  of  pregnancy,  and  from  the  supposition 
that  conception  is  more  likely  immediately  after  a  period  ;  and 
thus  one  should  avoid  reckoning  in  the  menstrual  days,  when 
of  course  the  woman  could  not  be  pregnant. 

The  question  of  the  duration  of  pregnancy  should  not, 
however,  enter  at  all  into  the  calculation,  as  has  been  already 
stated. 

{b)  The  Day  of  the  Beginning  of  the  Last  Normal  Menstruation. 
— This  is  used,  in  their  tables,  by  William  Harvey,  Ahlfeld 
(partly),  von  Winckel,  and  has  the  advantage  of  being  more 
definite,  as  a  woman  can  probably  fix  the  date  when  her 
menstruation  began  more  accurately  than  that  of  its  cessation. 
It  has  also  the  further  advantage  of  excluding  the  varying 
duration  of  the  menstrual  period  in  women  and  of  making 
the  calculation  somewhat  more  exact.  It  is,  however,  less 
usually  taken,  on  the  wrong  but  common-sense  idea  that  one 
would  thus  be  reckoning  the  menstrual  period  as  part  of  the 
pregnancy. 

(c)  The  alleged  datt  of  conception  has  no  value. — There  is 
no  physiological  reason  for  believing  that  the  actual  meeting 
of  the  gametes  is  accompanied  by  a  special  orgasm. 

{d)  The  single  congress  date  has  no  special  accuracy,  and 
one  is  not  any  nearer  the  question  of  when  conception  takes 
place. 
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The  Curves  obtained  from  von  Winckel's  and  Reid's  Statistics. 

Von  Winckel's  statistics  comprised  450  cases  in  which  the 
children  weighed  over  4000  grammes,  9  lbs.  The  curve  at 
Fig.  4  shows  the  result  when  the  numbers  are  grouped  in 
96-hour  intervals.  In  24-hour  groups  the  curve  is  repeatedly 
peaked  but  has  a  frequency  general  contour.  The  peaking  is 
due  probably  to  the  frequency  of  births  arranged  round 
midnight.  Fifty  per  cent,  of  human  labours  take  place  between 
eight  in  the  evening  and  eight  in  the  ensuing  morning. 
Twenty-four  hourly  grouping  of  statistics  thus  separates 
labours  happening  closely  together,  while  the  96-hour  grouping 
gives  a  more  perfect  frequency  curve.  The  curve  is  a  frequency 
one,  but  somewhat  skew  on  each  side.  By  taking  the  mean  at 
the  irregular  points  it  smooths  out. 

In  Reid's  statistics,  from  the  last  day  of  the  last  menstrua- 
tion the  cases  are  500  in  number,  and  are  as  follows  : — 
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Eeid's  cases,  with  the  exception  of  50,  were  from  private 
practice,  the  others  being  selected  from  1000  hospital  and 
dispensary  patients  whose  dates  were  triisLworthy.  When  all 
his  cases  are  grouped  in  intervals  of  96  hours,  the  curve  at 
Fig.  5  is  the  result.  The  spread  is  from  252  days  to  316,  and 
the  largest  number  of  cases  is  between  the  275th  and  291st 
day,  i.e.,  5  days  behind  and  11  days  in  front  of  the  280th  day. 
This  agrees  with  the  ordinary  practical  way  of  calculating  the 
date  of  labour  in  women. 

"We  may  now  discuss : — 

(1)  The  curves  from  a  clinical  point  of  view. 

(2)  The  alleged  duration  of  pregnancy. 

(3)  The  question  of  calculating  the  date  of  labour  in  the 
human  female. 

(4)  The  alleged  prolongation  of  the  duration  of  pregnancy 
and  alleged  larger  size  of  the  child  in  such  cases. 

(5)  The  insufficiency  and  indefiniteness  of  the  data  as  to 
cessation  and  onset  of  menstruation  in  human  pregnancy :  how 
fi'esh  data  may  be  obtained. 

(6)  General  conclusions. 

(1)  The  Curves  from  a  Clinical  Point  of  View. — I  do  not 
purpose  at  present  considering  the  curves  from  a  purely 
biometric  point  of  view,  but  take  them  up  mainly  in  their 
clinical  aspect. 

The  curve  of  Tessier's  912  ewe-lambings  is  a  frequency  one 
and  somewhat  skew  on  the  right  side.  The  groupings  are  in 
24  hours.  It  shows  the  most  likely  date  of  labour  as  lying 
between  the  149th  and  lo3rd  day  (Fig.  2). 

In  Spencer's  cases  the  curve  is  a  symmetrical  one  in  48- 
hour  groupings,  but  peaked  and  irregular,  although  with  a 
probability  tendency  in  24-hour  groupings. 

The  advantage  of  the  48-hour  grouping  seems  to  be  that 
it  reduces  the  apparent  accumulation  at  the  hours  of  12  PM. 
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and  1  A.M.  of  each  day.  At  anyrate  this  grouping  changes 
the  irregular  peaked  curve  of  a  24-hour  grouping  into  a  skew 
frequency  one. 

The  greatest  number  of  deliveries  take  place  between  the 
279th  and  291st  day. 

Tessier's  cattle  curve  in  48-hour  groups  is  similar  to 
Spencer's,  and,  if  the  two  irregularities  in  it  have  a  mean 
substituted,  gives  a  frequency  polygon  also. 

Reid's  500  cases  in  96-hour  groupings  give  a  skew  frequency 
curve,  but  if  the  disturbing  points  are  divided  by  a  mean 
figure  the  curve  is  more  typical.  The  greatest  number  of 
births  lies  between  the  271st  and  287th  day  (Fig.  5). 

The  same  remarks  apply  to  von  Winckel's  cases  (Fig.  4). 

Thus  the  date  of  labour  in  women  is  a  probability,  not  an 
exact  one,  in  each  case :  there  is  no  exact  date  of  labour  for 
women. 

(2)  The  Alleged  Duration  of  Pregnancy. — Although  the 
duration  of  pregnancy  is  discussed  and  disputed,  it  must  be 
understood  distinctly  that  it  is  not  known,  nor  have  we 
any  data  for  settling  it  as  yet.  The  initial  term,  viz.,  the 
actual  time  of  conception,  cannot  be  ascertained  in  mam- 
mals, and  even  in  Alberhalden's  method  by  means  of  the 
interaction  of  the  blood  serum  of  the  pregnant  patient  and 
alien  blood  from  a  placenta,  the  test  is  usually  made  some 
weeks  after  conception,  and  is  not  as  yet  technically  perfect. 
It  is  possible,  however,  that  this  delay  may  be  shortened. 

What  the  practitioner  calculates  is  the  approximate  date 
of  labour,  so  many  days  after  a  certain  day,  first  or  last,  of  the 
last  menstrual  period.  The  duration  of  pregnancy  may  be  less 
than  this  or  greater.  The  former  is  occasionally  noted  in  women 
who  do  not  menstruate  after  marriage,  conception  occurring 
speedily.  In  such  I  have  always  calculated  from  the  period 
before  marriage,  giving  the  probable  date  of  confinement 
without  any  explanation  of  the  data  to  the  patient,  who  might 
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misunderstand  it,  and  have  found  it  come  out  as  in  the  usual 
calculation  with  women. 

(3)  Tlie.  Question  of  Calculatimj  the  Date  of  Labour  in  the 
Human  Female. — From  what  has  already  preceded,  it  seems  best 
to  take  the  tirst  day  of  the  last  period,  lo  calculate  forward 
280  days  and  look  to  the  confinement,  in  most  cases,  happening 
some  few  days  in  front  of  or  behind  this  date.  The  exact  day 
may  be  hit  upon,  but  not  as  a  rule.  The  most  probable  day 
Hes  within  certain  limits  of  the  curve,  as  already  explained, 
but  not  for  all  on  any  one  day  —  or  even  within  this 
limit — but  may  in  certain  cases  fall  considerably  short  of,  or 
beyond  it. 

(4)  The  Alleged  Undue  Prolongation  of  the  Duration  of 
Pregnancy  and  Alleged  Larger  Size  of  the  Child  in  such  Cases. — 
The  date  of  labour  may  fall  behind  the  280  days,  as  follows 
from  what  has  been  already  said.  Cases  of  alleged  undue 
prolongation  of  the  menstrual-labour^  period  occur,  and  the 
question  is  still  disputed :  Does  this  mean  an  undue  prolonga- 
tion of  the  duration  of  pregnancy  or  an  increase  in  the 
menstrual-labour  period  due  to  the  fertilisation  of  a  second 
ovum  shed  at  the  first  period  missed. 

I  incline  to  the  latter  explanation,  but  cannot  be  dogmatic 
as  to  its  accuracy.  Undue  prolongation  is  discussed  by  Eeid 
and  also  specially  by  Lyall  in  his  pamphlet  on  the  Gardner 
peerage  case.  In  this  case  the  child  was  born,  if  legitimate, 
after  a  pregnancy  of  304  to  311  days  or  of  153  days  according 
to  the  times  of  cohabitation  of  husband  and  wife.  On  the 
other  hand,  if  the  child  were  the  result  of  adultery  on  the 
mother's  part,  no  question  of  alleged  prolongation  arose.  The 
whole  question  of  this  case  need  not  be  gone  into,  but  the  court 
decided  that  Lord  Gardner's  son  by  a  subsequent  marriage  was 
the  legitimate  heir,  and  therefore  against  the  first  child  whose 

^  Meaning  by  this  the  interval  between  the  first  period  missed  and 
the  end  of  labour. 
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legitimacy  demanded  a  prolongation  of  the  supposed  duration 
of  pregnancy  to  304-311  days. 

I  am  not  certain  that  this  was  quite  a  just  judgment, 
although  a  judicious  one  under  the  circumstances.  The  cattle 
and  ewe  curves,  as  well  as  Eeid's  and  von  Winekel's,  show  a 
spread  as  far  as  313  days  (cattle)  and  322  (human  female),  and 
if  any  prolonged  menstrual-labour  date  lies  inside  the  ultimate 
possible  dates  given  in  the  curves,  the  case  should  have  the 
benefit  of  this  statistical  fact.  The  reasoning  of  the  committee 
of  peers  seems  to  have  been  analogous  to  Hume's  famous 
argument  on  Miracles  —  it  is  unlikely  that  pregnancy  could 
be  prolonged  as  late  as  the  311th  day;  it  is  unlikely  that  the 
female  defendant  would  be  unchaste  in  her  married  life :  but  as 
the  first  alternative  is  more  unlikely  than  the  second,  the 
second  and  more  likely  probability  was  upheld. 

In  the  Gardner  peerage  case  seventeen  obstetricians  and 
eight  married  women  or  midwives  gave  evidence,  and  it  is 
interesting  to  note  that  the  obstetricians,  who  are  now  ranked 
high  as  noteworthy  men,  Blundell,  A.  B.  Granville,  Merriman, 
especially  the  first  two,  all  held  to  the  possibility  of  the 
prolongation  of  pregnancy  and  were  severely  cross-examined 
by  that  great  disturber  of  justice,  the  alert  and  disputatious 
counsel.  They  failed  to  convince  the  committee,  although  their 
evidence  was  scientific,  especially  that  of  Blundell,  who  quoted 
Tessier's  work.  Granville,  whose  yitlas  of  Abortion,  1834,  is  still 
the  best  we  have,  was  also  severely  heckled.  Sir  Charles  Clarke, 
who  has  loft  no  permanent  reputation,  and  Gooch  held  to  the 
280  days'  duration  with  a  possible  variation  of  a  few  days. 

Clarke's  statement  is:  I  have  never  yet  seen  a  single  instance 
in  which  the  laws  of  nature  have  been  changid,  believing  the  law 
of  nature  to  be  that  parturition  should  take  place  forty  weeks 
after  conception.  Gooch,  whose  Diseases  of  Women  was 
reprinted  by  the  Sydenham  Society,  said,  "  I  believe  it  to  be  " 
rather  less  than  nine  calendar  months.     The  matrons,  who  gave 
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their  evidence  much  like  Mrs  Cluppins  to  Justice  Stareleigh  in 
Pickwich}  were  unanimous  in  favour  of  prolongation. 

In  cases  of  supposed  longer  duration  of  pregnancy  the  child 
is  alleged  to  be  heavier,  but  von  Winckel  and  Stumpf,  and 
Jacoby's  views  are  to  a  certain  extent  against  this. 

It  is  to  be  noted  that  the  size  of  the  child  cannot  be 
dependent  on  the  prolongation  of  pregnancy  alone,  but  also 
on  the  mother's  diet,  exercise,  and  build.  Noel  Paton  and 
Prochownick  have  shown  how  spare  diet  lowers  the  weight 
of  guinea  pigs  and  pregnant  women,  and  we  have  to  keep  in 
mind  the  function  of  the  foetal  pituitary  gland.  The  whole 
question  needs  reconsideration  (see  Stumpf,  von  Winckel's 
Handhuch,  iii.,  3,  p.  35,  and  Ahlfeld's  paper  on  Riesenkinder, 
Zcits.f.  Chib.  u.  Gyn.,  1912,  p.  602). 

Further,  Spencer  and  Tessier  do  not  favour  the  view  of  the 
alleged  greater  size  of  calves  in  late  labour  dates. 

(5)  The  Insufficiency  and  Iiidcfinitcncss  of  the  Data  as  to 
Cessation  of  Menstruation,  Conception,  etc.,  in  Human  Pregnancy  : 
hoiv  Fresh  Data  may  he  Ohtaincd. — The  data  in  human  pregnancy 
for  the  calculation  of  the  date  of  labour  are  not  equal  in  value 
to  that  of  ewes  and  cattle,  as  the  initial  dates  given  may  be  the 
first  day  of  the  last  menstruation,  last  day  of  last  menstruation, 
date  of  insemination,  that  is,  of  a  single  intercourse,  and  the 
supposed  date  of  conception  based  on  a  high  orgasm. 

The  first  two  are  reliable  as  the  probable  date  of  labour,  for 
most  cases  lie  usually  between  the  275th  and  283rd  to  287th 
day.  The  average  difference  between  the  first  and  last  day  of 
menstruation  is  four  to  six  days,  and  thus  the  fortnight  or  so  of 
occurrence  is  given  sufficiently  accurately  by  either  as  an  initial 
date. 

Additional    and    more   exact    results   might    be   obtained 

1  For  instance,  Mary  Summers  explained  her  date  of  quickening 
from  the  fact  that  it  occurred  on  the  day  she  had  gone  to  the  Windmill 
Public-house  "to  cook  the  beef,"  and  was  cross-questioned  as  to  this 
culinary  performance  by  Mr  Tindal. 
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officially  under  the  new  Insurance  Act  in  force  in  this  country, 
if  in  the  cards  handed  in  for  the  confinement  benefit,  the  dates 
of  first  day  of  last  menstruation,  last  day  of  last  menstruation, 
and  date  of  labour  were  entered  by  the  attendant  on  the 
labour. 

Eesume. 

(1)  The  duration  of  pregnancy  is  not  known  in  any  mammal, 
as  the  date  of  conception,  by  our  present  means  of  investigation, 
cannot  be  ascertained. 

(2)  We  must,  therefore,  say  with  von  Winckel,  "ignoramus," 
but  not  necessarily,  "  ignorabimus." 

(3)  In  calculating  the  date  of  labour  we  must  put  out  of 
the  calculation  any  thought  of  the  duration  of  pregnancy. 

(4)  The  initial  date  for  the  calculation  of  the  date  of  labour 
in  the  human  female  should  be  the  first  or  last  day  of  the  last 
menstruation.  Additional  data  are  still  required  to  fix  which 
is  the  more  reliable  initial  date. 

(5)  Midterm  quickening  may  be  used  for  corroboration  in 
doubtful  cases,  but  is  not  as  a  rule  reliable  by  itself,  owing  to 
the  mistakes  that  may  be  made  by  the  patient. 

(6)  Tessier  correctly  suggested  in  1819  that  the  period  of 
gestation  and  therefore,  logically,  of  the  date  of  labour,  varied, 
and  that  an  exact  date  of  labour  could  not  be  predicted. 

(7)  Dates  of  labour  in  sufficient  numbers  plotted  out  in 
curves  give  approximate  frequency  polygons,  usually  skew. 

(8)  Tessier's  ewe -labour  curve  is  the  best,  and  is  given  in 
24-hour  groups.  The  greatest  number  of  cases  of  labour  in 
Tessier's  ewe  cases  occurred  between  the  149th  and  153rd  days. 
Agriculturists  usually  reckon  utero-gestation  in  sheep  as  a  five 
months'  one. 

(9)  In  cattle  Spencer's  statistics  in  2-day  groups  also  give  a 
skew  frequency  curve.  The  greatest  number  of  labour  occurred 
between  the  281st  and  289th  day  (530  out  of  764  cases). 
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(10)  Tessier's  cattle  cases  give  an  analogous  curve. 

(11)  The  date  of  labour  in  mammals  is  therefore  a  varying 
and  not  an  exact  one,  and  the  greatest  number  falls  within 
■certain  definite  days. 

(12)  A  long  insemination-  or  menstrual-labour  period  does 
not  necessarily  mean  a  prolongation  of  the  duration  of 
pregnancy. 

(13)  The  alleged  greater  size  of  the  foetus  in  long  insemina- 
tion-labour periods  is  not  yet  accurately  proven,  and  is  not 
supported  by  Spencer's  and  Tessier's  results. 

(14)  The  view  given  as  to  the  cause  of  the  insemination- 
labour  or  menstrual-labour  dates  is  based  merely  on  the 
•question  of  the  probable  date  of  the  meeting  of  the  gametes  on 
each  side.  In  regard  to  the  cause  of  labour,  and  of  a  certain 
probable  duration  of  pregnancy,  we  are  still  in  the  dark,  and 
thus  the  explanation  just  given  must  be  considered  as  an 
•elementary  one,  certain  to  be  expanded  in  the  future.  The 
■date  of  labour  can,  however,  be  given  as  likely  to  occur  within 
a  certain  number  of  days  reckoned  from  a  definite  first  point. 

I  have  to  thank  Dr  Cargill  Knott  and  Dr  G.  A.  Carse  for 
discussing  the  curves  with  me,  and  for  valuable  suggestions. 
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The  President  said  they  would  be  glad  to  hear  any  remarks. 

Ur  Parlour  said  he  would  like  to  read  Dr  Hart's  paper 
carefully  again  before  discussing  it.  One  point  which  struck 
him  was  that  Dr  Hart  spoke  of  the  possibility  of  the  impreg- 
nation of  a  second  ovum.  If  that  was  a  common  occurrence 
one  would  expect  to  find  a  curve  with  a  double  rise  corresponding 
to  cases  grouped  round  fertilisation  of  the  first  or  the  second 
ovum.  It  was  important  in  looking  back  on  the  past  to  have 
statistics  of  what  has  happened,  but  he  did  not  think  this 
method  was  valuable  as  regards  the  future.  It  did  not  help 
in  calculating  what  will  happen  in  a  given  case.     It  tells  the 
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probability,  but  it  is  an  argument  of  chance.  One  would  wisli 
to  know  what  the  factors  were  that  determined  the  place  of 
each  case  in  the  curve. 

Dr    IfauUain   asked   if   Dr   Hart    believed    in    protracted 
gestation. 

Dr  Berry  Hart.     No. 

Dr  Ilaultain  did  not  agree  with  that,  because  he  had  met 
with  several  cases.  In  one  particular  instance  he  was  coming 
up  from  London,  antl  asked  a  friend  to  meet  him  at  Newcastle; 
he  came,  and  he  said,  "  I  have  been  at  a  bad  case  all  day,  and  I 
want  you  to  come  and  help  me."  It  was  about  the  11th  of 
March.  His  friend  said  he  had  been  expecting  the  patient  to 
be  confined  since  20th  January.  In  her  previous  pregnancy 
she  went  two  and  a  half  months  past  her  time.  On  that 
occasion  the  child  was  so  large  that  it  had  to  be  broken  up  in 
fragments ;  it  weighed  about  14  lbs.  On  this  occasion  the  forceps 
were  put  on,  and  eventually  by  strong  pulling  they  removed 
from  the  |)atient  a  foetus  which  weighed  13  lbs.  12  ozs. — so  big 
was  the  child,  that  the  undertaker  refused  to  take  it  as  a  still- 
born child.  This  was,  therefore,  the  second  occasion  on  which 
this  had  happened.  Dr  Haultain  suggested  to  the  doctor  that 
if  the  woman  became  pregnant  again  and  passed  her  time  by  a 
week  or  a  fortnight,  labour  should  be  induced.  In  the  next 
pregnancy  this  was  done,  and  a  10-lb.  living  foetus  was  born. 
The  case  absolutely  proved,  to  his  ndnd,  the  fact  that  it  was  a 
protracted  gestation,  and  if  she  had  been  allowed  to  go  on  it 
would  have  been  a  third.  He  was  quite  satisfied  that  gestation 
did  go  past  the  time,  frequently,  and  the  foetus  became  bigger. 
If  a  primipara  went  more  than  a  fortnight  jiast  the  time  it  was 
better  to  induce  labour,  because  the  children  were  so  large  that 
the  confinement  was  apt  to  be  very  difticult,  and  to  result  in  a 
dead  foetus. 
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Br  Fordyce  agreed  with  Dr  Haultain.  His  experience  also 
was  that  in  cases  unduly  prolonged  the  children  have  been 
unduly  big,  and  he  thought  one  was  almost  justified  in  conclud- 
ing that  that  was  the  experience  of  others. 

Mr  Chiene  said  he  hoped  when  Dr  Hart  next  went  to 
Monte  Carlo  he  would  take  him  with  him. 

Dr  James  Young  asked  if  Dr  Berry  Hart  believed  in  the 
opinion  advocated  by  many  workers,  that  in  many  animals  you 
get  dehiscence  of  the  ovum  associated  with  copulation.  Had 
that  any  bearing  on  the  question  of  the  probability  curve  ?  It 
would  have  if  one  could  be  definitely  certain  that  ovulation 
is  perfectly  coincident  with  copulation ;  it  is  a  matter  which 
would  have  to  be  seriously  considered. 

The  President  quite  agreed  with  Dr  Haidtain  as  to  the 
protraction  of  the  human  pregnancy.  He  understood  that  in 
the  lower  animals  there  was  a  clear  case  for  prolongation  of 
pregnancy. 

Dr  Berry  Hart  said  in  cows  and  sheep  a  foetus  may  be 
retained  for  years. 

The  President.  What  about  the  length  of  the  menstrual 
cycle  of  women  ?  If  it  is  the  case  that  a  human  pregnancy 
lasts  a  certain  number  of  cycles,  a  short  cycle  would  make  a 
considerable  diminution.  He  was  very  much  interested  in  the 
paper,  and  looked  forward  to  reading  it. 

Dr  Perry  Hart  in  reply  thanked  the  Fellows  for  their 
appreciative  remarks.  The  result  of  his  inquiry  was  to  give 
a  reason  for  the  apparent  inexactitude  of  labour  dates.  It  did 
not  help  the  gambler  any  more  than  the  obstetrician,  but 
explained  why  their  results  were  only  probable. 

Dr  Haultain's  case  of  a  prolongation  of  pregnancy  for  two 
and  a  half  months  and  a  14-lb.   baby  was  interesting.     One 
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could  not,  however,  say  that  the  prolongation  was  the  main  and 
only  factor.  The  question  arose  as  to  whether  this  was  not  a 
case  of  infantile  gigantism  due  to  an  abnormal  action  of  the 
pituitary.  Diet  and  exercise  influenced  the  size  of  the  foetus 
markedly,  as  Prochownick  and  Paton  had  shown.  It  was 
remarkable  that  the  results  of  the  plotting  out  of  the  dates 
between  insemination  and  labour  gave  probability,  or  approxi- 
mately probability,  curves ;  that  is,  the  results  were  akin  to 
those  where,  in  an  urn  of  small  black-and-white  balls  in  equal 
number,  a  large  handful  was  taken,  or  where  fifty  coins  were 
tossed  a  large  number  of  times. 

With  regard  to  the  remarks  of  Dr  Haultain  and  Dr  Fordyce, 
he  quite  saw  the  point  of  their  argument,  that  if  a  woman 
carries  her  baby  a  long  time  and  has  a  big-headed  child,  it  is 
(|uite  a  possible  explanation  that  it  is  the  duration  of  the 
pregnancy  that  has  done  it;  but  it  is  rather  innocent  to  say 
that  that  is  the  best  explanation,  for  they  knew  the  pituitary 
gland  has  a  great  effect  in  increasing  the  size  of  the  child. 
Was  there  any  suggestion  of  pituitary  gigantism  ? — Dr  Haultain 
had  not,  he  supposed,  examined  the  pituitary  body. 

Dr  Haultain.  Would  that  make  the  patient  go  two  and  a 
half  months  past  her  time  ? 

Dr  Fordyce.  In  the  majority  of  cases  which  pass  their 
time  the  children  are  big.  That  was  a  much  more  likely  cause 
than  the  enlargement  of  the  pituitary  gland. 

Dr  Berry  Hart  said  that  the  size  depended  greatly  upon 
the  exercise  which  the  mother  takes,  and  the  child's  feeding. 
Some  women  were  very  lazy  in  their  pregnancies,  and  they  got 
big-headed,  fat  children.  He  did  not  say  that  Dr  Haultain 
was  wrong,  his  was  probably  the  simplest  and  easiest  explana- 
tion, but  he  (Dr  Berry  Hart)  did  not  think  that  anything  had 
been  proved  in  connection  with  prolongation  of  pregnancy  and 
the  size  of  the  child. 
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Dr  Fordyce.  In  the  Gardner  Peerage  case,  was  the  chikl 
large  ? 

Dr  Berry  Hart.     No. 

Dr  Fordyce.     Do  you  know  ? 

Dr  Berry  Hart.  Yes ;  if  the  child  had  been  still-born  there 
would  not  have  been  any  question  of  legitimacy  raised. 

Dr  Fordyce  agreed  with  that. 

Dr  Berry  Hart.  It  is  not  a  question  of  the  duration  of 
the  pregnancy,  but  the  extent  between  the  date  of  the  first  day 
of  the  last  menstruation  and  the  date  of  labour. 

As  regards  Dr  Young's  point,  if  there  was  congress  at 
ovulation  it  would  probably  lessen  the  period  between  insemi- 
natio]i  and  parturition. 

As  to  the  President's  question,  the  point  is  that  280  is  a 
multix^le  of  10. 

The  President.     There  is  the  27-day  and  the  31 -day  woman. 

Dr  Berry  Hart  in  conclusion  said  that  he  was  sorry  he  had 
disappointed  the  gamblers  in  this  Society. 
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Meeting  IV.— February  12,  1913. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society:— F.  D.  Cairns,  M.B.,  Ch.B.,  58  Morningside 
Eoad,  Edinburgh;  C.  Lodge  Patch,  M.B.,  Ch.B.,  Eoyal 
Maternity  Hospital,  Edinburgh. 

II.  Dr  A.  H.  F.  Barhour  showed — fibkoid  uterus,  ketro- 

VERTED   AND    IMPACTED,    WITH    MARKED    DISPLACEMENT    OF    THE 

BLADDER,  interesting  on  account  of  the  clinical  features  it 
produced.  It  was  the  first  case  in  which  he  had  failed  to 
diagnose  a  distended  bladder  by  the  silver  catheter.  The 
patient  had  a  cystic  swelling  in  the  abdomen  on  the  right  side, 
near  the  umbilicus,  which  was  thought  at  first  to  be  the  bladder. 
The  catheter  was  passed  and  could  be  felt  in  the  bladder,  but 
the  tumour  remained.  At  the  operation  the  incision  was  made 
pretty  high  up,  just  below  the  umbilicus,  but  without  exposing 
the  peritoneum ;  the  second  time  it  was  made  above  the 
umbilicus.  The  tumour  was  found  to  fill  the  upper  part  of  the 
]^)elvis.  The  catheter  had  been  passed  in  the  usual  way  before 
■operation.  A  silver  catheter  was  now  passed,  and  still  the  urine 
did  not  come  away.  The  urine  could  only  be  got  out  by  forcibly 
compressing  the  bladder  with  the  hand.  On  passing  the  hand 
below,  it  was  seen  to  be  a  fibroid  of  the  uterus.  He  and  Dr 
Fordyce,  who  was  assisting,  had  very  great  difficulty  in  getting 
the  tumour  up.  Dr  Fordyce  passed  the  whole  hand  into  the 
vagina,  but  made  no  impression  ;  the  myoma  screw  was  inserted 
low  down  into  the  tumour,  and  by  traction  with  it  and  pushing 
the  tumour  from  below,  it  was  got  into  the  abdomen.  It  was 
found  to  be  a  fibroid  of  the  posterior  wall,  high  up,  and  not  of  the 
lower  segment  as  had  been  diagnosed. 

The  uterus  had  become   completely  retroverted,  and  as  a 
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result  of  this  condition  the  bladder  had  become  an  abdominal 
orcran.  It  was  interesting  that  on  passing  the  catheter  before 
and  even  at  the  operation,  the  urine  did  not  come  out  until  the 
bladder  was  squeezed  by  the  hand. 

III.  TliG  President  showed — (a)  fibkoid  of  the  uteeus. 
The  specimen  was  very  mucli  of  the  same  nature  as  that  which 
Dr  Barbour  had  described.  The  bladder  was  distended  as  far 
up  as  the  umbilicus.  The  tumour  filled  the  pelvis;  it  had  the 
shape  of  a  foetal  head,  and  the  same  difficulty  occurred  in 
getting  it  out  as  in  Dr  Barbour's  case. 

{h)  Fibroid  of  the  uterus  which  had  undergone  cal- 
careous degeneration,  removed  from  a  patient  aged  60. 

IV.  Mr   N.    T.    Brcwis   showed — (a)   large    sarcomatous 

TUMOUR     OF     THE     RIGHT     LABIUM     MA  JUS-      The     tumour     waS 

removed  from  a  married  woman,  aged  40,  the  mother  of  five 
children,  the  youngest  being  4  years  old.  The  swelling  first 
appeared  two  years  ago  as  a  small  nodule ;  in  the  beginning  of 
last  year  it  rapidly  enlarged  and  became  painful.  In  September 
the  tumour  broke  down  and  a  quantity  of  yellow  fluid  escaped, 
and  the  pain  was  relieved. 

On  admission  the  tumour  presented  the  appearance  shown 
in  the  photograph  (Fig.  1).  It  was  irregular  in  shape,  in  size 
as  large  as  a  foetal  head,  and  firm  in  consistence.  A  large 
irregularly  shaped  opening  existed  in  the  anterior  surface, 
disclosing  a  portion  of  the  interior  filled  with  necrotic  foul- 
smelling  tissue.  The  tumour  along  with  a  wide  margin  of 
apparently  healthy  skin  was  removed  with  the  knife.  A  por- 
tion of  it  was  submitted  to  microscopic  examination,  when  the 
growth  was  found  to  be  a  spindle-celled  sarcoma. 

Sarcoma  of  the  vulva  was  rare.  It  usually  grew  in  one 
labium  majus.  As  in  his  case,  the  glands  as  a  rule  were  not 
involved.  It  occurred  earlier  in  life  than  cancer,  and  was  not 
so  malignant  as  cancer  or  melanoma. 
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For  the  photograph  and  the  luicroscopic  slide  he  wa& 
indebted  to  Dr  James  Young. 

(b)  Large  fibroid  tumour  of  the  broad  ligament.  The 
patient  was  aged  39,  and  until  her  marriage  a  year  ago  was 
unaware  of  the  existence  of  tlie  tumour.  It  gave  rise  to  no 
symptoms,  and  it  was  not  until  her  marriage  that  the  tumour 
was  discovered.  She  at  that  time  resided  in  British  Columbia, 
and  was  placed  under  the  care  of  a  surgeon  there,  who  opened 
the  abdomen,  but  did  not  proceed  further,  as  he  thought  the 
tumour  to  be  malignant  and  inoperable.  She  came  home  to 
Edinburgh,  her  native  city,  and  consulted  Dr  Edward  Carmichael, 
who  gave  her  into  his  (Mr  Brewis')  charge.  On  opening  the 
abdomen  the  tumour  was  found  to  be  growing  under  the  pelvic 
peritoneum,  which  was  lifted  up  to  the  upper  limit  of  the 
abdomen,  the  bladder  being  adherent  to  two  -  thirds  of  its 
anterior  surface,  while  posteriorly  the  uterus  and  appendages 
were  found.  Downwards  the  tumour  separated  the  recto- 
vaginal septum  to  the  perineal  body. 

After  ligurating  the  ovarian  vessels  and  dividing  the 
peritoneum,  the  tumour,  along  with  the  whole  uterus  and  the 
appendages,  was  removed.  The  large  cavity  left  beneath  the 
peritoneum  in  the  pelvis  was  stuffed  with  gauze  and  drained 
2yer  'ocKjinam,  while  the  peritoneal  edges  were  stitched  over  the 
packing. 

The  tumour  was  a  solid  fibro-myomatous  tumour  of  the  broad 
ligament,  and  the  manner  in  which  it  grew,  separating  the 
bladder  from  the  uterus,  was  very  striking.  It  weighed  12i  lbs. 
at  removal.  Fibroids  of  the  broad  ligament  were  rare.  He  had 
been  unable  to  find  any  reference  to  them  in  Kelly-Cullen's 
work  on  Myomata,  but  both  Bland  Sutton  and  Alban  Doran 
had  recorded  cases.  In  the  twenty-fifth  volume  of  our  Tians- 
actions  he  recorded  a  similar  case  to  the  one  which  he  pre- 
sented. It  was  noteworthy  that  in  both  cases  there  was  absence 
of  symptoms.     Sections   of    the   tumours  showed  an  identical 
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tippearance.  In  the  former  case  the  tumour  pushed  the  uterus 
and  bladder  to  one  side,  while  in  the  case  shown  the  tumour 
pushed  its  way  between  bladder  and  uterus.  The  patient 
made  a  good  recovery. 

(c)  FiBEOID  TUMOUK  OF  THE  OVARY,  SHOWING  RED  DEGENERA- 
TION, REMOVED  FROM  A  PATIENT  AGED  70.  The  patient  was  the 
mother  of  three  children,  the  youngest  being  born  thirty  years 
ago.  Her  deliveries  were  accomplished  without  difficulty.  She 
came  under  his  care  in  October  last,  suffering  from  rectal  and 
urinary  symptoms.  It  was  found  that  the  pelvis  was  occupied 
by  a  hard  tumour,  which  was  diagnosed  as  a  fibroid  of  the 
uterus.  She  was  willing  to  have  the  tumour  removed.  He 
discouraged  the  idea,  however,  and  suggested  that  under  an 
anaesthetic  he  would  attempt  to  push  up  the  tumour  into  the 
abdomen,  where  he  thought  it  would  cease  to  trouble  her.  The 
dislodgment  of  the  tumour  was  successfully  accomplished,  and 
the  patient  returned  home.  Sometime  afterwards,  however, 
she  complained  of  pain  in  the  abdomen,  and  was  found  to  have 
a  raised  temperature.  With  time  and  rest  her  condition  did 
not  improve,  and  he  readmitted  her  and  opened  her  abdomen, 
when  he  found  a  solid  tumour  entirely  covered  over  on  its 
anterior  aspect  by  adherent  omentum,  and  at  the  sides  and 
posteriorly  by  adherent  intestine.  After  separating  the 
adhesions  he  discovered  that  he  was  dealing  with  a  solid 
ovarian  tumour,  and  that  its  pedicle  was  twisted  several  times, 
and  almost  detached  from  the  tumour.  The  vessels  of  the 
pedicle  were  thrombosed,  and  the  tumour  was  parasitic. 

On  laying  open  the  tumour  he  found  that  it  was  a  solid 
fibroma,  the  cut  surface  presenting  the  typical  appearance  of 
red  degeneration. 

{d)  Uterus  showing  unusual  conformation,  removed 
FROM  patient  AGED  55,  FOR  CANCER  OF  BODY.  Mrs  McP.  had 
one  child  twenty  years  ago.  Menopause  occurred  at  the  age 
of  50.     liecontly  she  had  been  affected  with  haemorrhage  and 
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passed  a  polypus,  probably  from  the  interior  of  the  uterus, 
which  was  entirely  converted  into  oedematous  tissue.  Sound 
passed  4^  inches.  Vaginal  hysterectomy  was  attempted. 
Douglas's  pouch  was  easily  opened  into,  but  the  utero-vesical 
pouch  could  not  be  entered,  so  it  was  necessary  to  perform  the 
operation  by  the  abdominal  route.  The  reason  why  the  utero- 
vesical  pouch  could  not  be  opened  was  that,  after  clearing  the 
<3ervix,  the  finger  entered  into  a  slit  in  the  anterior  wall  of 
the  body. 

On  examining  the  uterus  it  was  found  to  have  what 
appeared  to  be  a  double  cavity — the  cavity  proper  and,  in  front 
of  it,  extending  from  the  isthmus  of  the  uterus  to  about  an 
inch  from  the  fundus,  was  another  cavity.  The  endometrium 
of  the  cavity  proper  was  thickened,  spongy,  and  on  microscopic 
examination  showed  evidence  of  adeno-carcinoma.  No  mucosa 
could  be  found  lining  the  cleft  of  the  anterior  wall  of  the  uterus. 

(c)  Utekus  eemoved  by  abdominal  hystekegtomy,  from 
A  patient  aged  61,  FOR  CANCER  OF  THE  BODY.  The  patient, 
Mrs  T.,  had  one  child  twenty-three  years  ago.  Menstruation 
■ceased  at  the  age  of  45.  She  was  admitted  on  the  recom- 
mendation of  Dr  Young,  on  account  of  the  "return  of  her 
monthlies."  About  a  week  previous  to  admission  the  patient 
was  seated  at  the  fire,  and  when  she  got  up  she  found  her 
under-garments  all  wet  with  blood.  She  lost  a  considerable 
quantity.  Curettage  was  performed — the  scrapings  pronounced 
malignant.  A  few  days  later  the  entire  uterus  was  removed. 
As  in  the  last  case,  the  patient  was  the  mother  of  only  one 
child,  and  the  disease  appeared  years  after  the  menopause. 

(/)  Uterus  removed  by  abdominal  hysterectomy 
{wertheim's  method)  for  cancer  of  the  cervix,  from 
PATIENT  AGED  37.  Mrs  M.  had  been  married  thirteen  years 
and  had  had  seven  children,  the  youngest  being  2  years  old. 
She  was  a  stout,  strong,  healthy-looking  woman.  During  the 
four  months  previous  to  her  admission  her  periods  had  become 
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very  profuse  and  greatly  lengthened.  Her  normal  period 
lasted  four  days;  since  her  illness  the  duration  has  been 
fourteen  days.  There  was  an  absence  of  pain.  The  cervix  was 
found  large,  and  irregular  in  shape;  it  bled  easily,  and  was 
very  friable ;  the  body  felt  enlarged,  but  movable.  A  piece  of 
the  cervix  was  removed  and  examined  microscopically,  and 
pronounced  malignant.  The  uterus,  appendages,  and  a  cuff  of 
vagina  were  removed,  and  also  one  enlarged  iliac  gland.  As- 
a  contrast  to  the  two  preceding  cases  there  was  the  greater 
fertility,  and  the  fact  that  the  disease  occurred  during  the 
period  of  sexual  activity. 

{g)  Fibroid  tumour  of  cervix.  The  patient  was  aged  59, 
and  she  and  her  medical  attendant  had  known  of  the  existence 
of  this  tumour  for  at  least  twenty-five  years.  The  enormous 
size  to  which  it  had  grown  showed  the  folly  of  leaving  a  fibroid 
tumour  in  the  hope  that  at  the  menopauoe  it  may  undergo 
some  shrinkage. 

The  tumour  was  a  very  large  one,  and  was  not  adherent ; 
when  coming  down  to  the  cervix,  after  tying  off  the  broad 
ligament,  the  tumour  tore  away  from  the  cervix.  At  this  level 
it  had  undergone  softening.  The  entire  cervix  was  removed. 
The  ureters  seemed  to  be  all  right,  because  the  patient  had 
passed  water  since.  The  tumour  weighed  38  lbs.  when 
removed. 


V.  UTERINE  HAEMORRHAGE  OF  OVARIAN  ORIGIN. 
INCLUDING  A  DISCUSSION  ON  THE  PHYSIOLOGY 
AND  PATHOLOGY  OF  THE  CORPUS  LUTEUiM. 

By  .James  Young,  M.D.,  F.R.C.S. 

The  causation  of  some  forms  of  uterine  haemorrhage  is  still 
imperfectly  understood.  This  is  especially  true  of  those  cases 
of  menorrhagia  and  metrorrhagia,  where  the  local   conditions 
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that  are  definitely  known  to  originate  bleeding  can  be  excluded, 
either  before  or  after  curettage. 

Such  conditions  are  fibroids,  retained  fragments  of  pregnancy, 
malignant  disease,  etc.  Into  the  category  of  the  nondescript, 
or  rather  the  unsatisfactorily  described,  fall  those  cases  where 
excessive  menstrual  and  an  intermenstrual  loss  are  present,  and 
where  on  examination  nothing  abnormal  or  only  some  uterine 
enlargement  is  found.  Such  cases  are  very  common.  These 
are  unceremoniously  thrown  into  that  lumber-room  of  classifica- 
tion— endometritis.  As  a  sort  of  hit  in  the  dark,  they  are 
curetted.  On  microscopic  examination  there  is  no  evidence  of 
inflammation,  but  only  an  oedematous  and  haemorrha.uic  endo- 
metrium, without,  or  more  commonly  with,  an  increase  in  the 
glandular  elements.  In  some  cases  the  condition  is  improved  ; 
in  many  cases  there  is  no  change,  or  there  may  be  an  actual 
increase  in  the  bleeding,  such  as  was  present  in  the  first  case  I 
shall  record. 

Within  recent  years  there  has  been  a  growing  tendency  for 
gynaecologists  to  look  askance  at  this  form  of  treatment,  and 
especially  at  the  complaisant  satisfaction  with  which,  in  the 
absence  of  any  other  recognisable  abnormality,  one  is  tempted 
to  look  upon  a  glandular  increase  as  an  explanation  of  every- 
thing. It  is  clear  that  a  congested,  oedematous  and  hsemor- 
rhagic  state  of  the  endometrial  stroma  is  no  more  an  explanation 
of  the  bleeding  than  is  the  ecchymosis  the  cause  of  the 
hsemorrhage  in  a  bruised  limb.  It  is  equally  clear  after  a  little 
reflection  that  a  glandular  hyperplasia,  hypertrophy,  or  dilata- 
tion, is  equally  unsatisfactory.  The  same  applies  to  a  thickening 
of  the  vessels,  which  is  occasionally  present  in  these  cases. 

The  increasing  departure  from  the  traditional  attitude  is 
largely  due  to  the  work  of  Hitschmann  and  Adler,  who 
suggested  that  many  of  the  so-called  pathological  states  of  the 
endometrium  are  in  reality  simply  different  phases  in  the 
menstrual  cycle.     Whilst   this  teaching  has  been  salutary  in 
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undermining  the  traditional  unscientific  belief,  and  in  diverting- 
investigation  into  a  more  hopeful  channel,  I  believe  that  it,  in 
its  turn,  has  overstepped  the  boundary  of  truth.  Many  cases 
of  glandular  increase  are  certainly  pathological.  But  for  them 
"  glandular  endometritis  "  is  a  misnomer. 

The  Ovary  the  Cause  of  3Ienstruation. 

Nowadays  there  can  be  almost  no  doubt  that  ovarian 
tissue  is  necessary  for  the  menstrual  bleeding,  and  that  the 
influence  is  of  a  chemical  nature  transmitted  by  the  blood- 
stream. The  experiments  of  ovarian  transplantation  provide 
a  well-nigh  impregnable  confirmation  of  this  view.  Whether 
or  not  in  the  future  any  of  the  other  ductless  glands  will  be 
found  to  associate  themselves  directly  or  indirectly  with  the 
ovarian  action,  it  is  impossible  to  say. 

The  seat  of  the  ovarian  internal  secretion  or  hormone  is 
uncertain,  and  although  there  has  been  a  great  deal  of  work 
done  on  this  subject,  the  presence  of  irreconcilable  views,  each 
with  its  quota  of  supporting  data,  shows  that  there  are  still 
obstacles  to  be  surmounted  before  the  source  is  exactly  located. 
The  views  which  at  present  command  most  respect  look  to  the 
elements  of  the  Graafian  follicle  as  the  source  of  the  ovarian 
secretion.  According  to  (1)  the  first  theory,  the  ovum  itself 
and  the  granulosa  cells  of  the  maturing  follicle  are  responsible. 
This  view  is  supported,  and,  in  fact,  is  derived  from  a  study  of 
the  conditions  in  lower  animals,  in  which  precise  experiments 
are  possible.  Here  it  is  known  that  oestrus  or  "heat"  is 
frequently,  and  in  some  cases  always,  the  time  at  which 
rupture  of  the  follicle  and  escape  of  the  ova  occur.  This  takes 
place  with  copulation,  which,  as  is  well  known,  occurs  during 
oestrus  only.  ISTcnv  the  periodic  uterine  changes,  which  are 
essentially  similar  to  human  menstruation,  and  which  are 
associated  with  a  discharge  from  the  vulva,  sometimes  blood- 
stained, take  place  immediately  before  oestrus  (pro-cestrum),  at  a 
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Fig.  1.— Wall  of  large  graafian  follicle.  Internally  is  seen  the 
layer  of  granulosa  cells,  and  outside  a  layer  of  definitely 
enlarged  or  luteal  cells. 
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time  when,  because  of  the  long  interval  between  two  succeed- 
ing pro-oestra,  there  can  be  no  luteinal  tissue.  The  enlargement 
of  the  granulosa  or  stroma  cells  (or  both)  to  form  the  corpus 
luteum  occurs  chiefly  after  the  escape  of  the  ovum.  For  these 
reasons  it  is  clear  that,  if  we  accept  the  Graafian  follicle  as  the 
spring  from  which  the  ovarian  materials  flow,  the  ovum  and 
the  surrounding  developing  cells  of  the  ovary  must  he  recog- 
nised as  the/o?i.s  ct  orvjo. 

That  there  is  a  secretion  elaborated  in  daily  increasing 
quantities  up  to  a  limit  which  corresponds  to  the  onset  of 
menstruation,  is  suggested  by  the  change  in  the  premenstrual 
endometrium,  and  this  is  certainly  quite  consistent  with  the 
gradually  increasing  development  of  the  Graafian  follicle  in 
preparation  for  dehiscence.  As  I  shall  show,  also,  in  this 
period  there  may  be  a  distinct  enlargement  of  the  surrounding 
stroma  cells  of  the  ovary  (Fig.  1). 

(2)  The  second  idea  attributes  to  the  developing  corpus 
luteum  the  formation  of  the  ovarian  substance.  This  was  the 
idea  advocated  and  elaborated  by  Fraenkel  and  many  others, 
who  saw  in  the  luteal  bodies  ductless  glands  which  periodically 
appear  for  the  menstrual  purpose.  That  such  well-developed, 
periodically  recurring  bodies  must  have  some  function  is  more 
than  likely,  but,  in  view  of  the  considerations  before  mentioned, 
and  especially  having  regard  to  the  facts  provided  by  compara- 
tive physiology,  it  is  difficult  for  one  to  persuade  oneself  that  it 
is  the  corpus  luteum  of  the  preceding  dehiscence  that  calls  into 
existence  the  menstrual  changes.  This  is  extremely  unlikely 
in  some  of  the  lower  animals,  where  the  intervals  between  two 
cestral  periods  may  be  six  or  more  months.  There  is  another 
point,  which  has  been  advanced  in  disproof  of  the  corpus  luteum 
origin  of  the  menstrual  influence,  and  this  is  the  consideration 
that  it  fails  to  provide  an  explanation  of  the  first  menstrual  or 
pro-oestral  period,  for  in  these  animals  in  which  copulation 
during  oestrus  is  necessary  for  dehiscence  it  is  clear  that  there 
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cannot   be   a   corpus   luteum    present   when    the    first    cycle 
■commences. 

Abnormal  Ovarian  Activity  the  Cause  of  Excessive  Haemorrhage. 

In  these  cases  the  conditions  present  in  each  individual 
-case  are  so  definite  as  to  suggest  an  ovarian  cause  for  the 
excessive  bleeding,  whilst,  taken  together,  they  constitute  aji 
almost  conclusive  proof  of  this  ovarian  origin. 

Case  I. — Mrs  A.;  ?et.  40,  has  had  seven  children,  youngest 
(i  years  old.  Menstruation  always  somewhat  copious.  Eegular 
every  month  till  three  years  before  treatment.  After  then  it 
came  on  every  fourteen  days,  always  excessive,  and  frequently 
lasted  ten  days.  Since  first  child  was  born  there  has  been 
more  or  less  constant  pain  in  right  side  of  lower  abdomen, 
worse  before  and  during  the  periods.  She  came  under  my  care 
in  October  1910,  and  as  at  that  time  the  bleeding  was  very 
great,  the  possibility  of  malignancy  was  considered.  There 
was  nothing  abnormal  to  be  felt  except  slight  uterine  enlarge- 
ment. She  was  curetted  on  the  5th  November  1910,  and  on 
microscopic  examination  an  cedematous  and  blood-infiltratetl 
stroma  was  found,  with  a  marked  increase  in  the  amount  of 
the  glandular  tissue  and  an  expansion  of  the  gland  lumina. 
There  was  no  benefit  after  the  operation.  In  fact,  the  patie^it 
says  she  became  even  worse ;  and,  until  the  second  operation, 
she  was  hardly  ever  free  from  a  blood-stained  discharge.  She 
became  very  anremic  and  weak,  and  was  often  laid  up 
in  bed.  During  this  time  she  was  unwilling  to  have  any 
further  operative  treatment.  Ergot  gave  apparently  only  a 
small  amount  of  relief.  In  the  beginning  of  this  year  (1912) 
she  consented  to  operation,  and  on  16th  January  1912  I 
performed  a  supravaginal  hysterectomy.  The  uterus  was 
slightly  enlarged.  On  opening  the  abdomen,  the  right  ovary 
was  found  to  be  markedly  enlarged.  At  one  place  there  was 
a  swelling,  apparently  due  to  a  blood-colleetion.  This  ovary 
was  removed.  A  similar  state  of  affairs  was  recognised  in  the 
other    ovary.     It  was  somewhat  enlarged,  and  at   one   place 
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Fig.  2. — Endometrium  from  case  of  excessive  uterine  haemorrhage. 
Shows  glandular  proliferation  —  often  erroneously  called 
glandular  endometritis. 
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Fig.  3. — Corpus  luteuna  cells  ploughed  up  by  haemorrhage. 
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there  was  present  (what  was  described  at  the  time  as)  a  corpus 
luteum,  the  seat  of  a  hasmorrhage.  This  ovary  was  left.  The 
operation  was  simple,  and  the  recovery  was  good,  except  for 
some  bronchitis,  which  caused  some  anxiety  for  two  or  three 
days. 

There  was  a  slight  menstrual-like  discharge  some  time  after 
the  operation.  Until  within  the  last  few  weeks  there  lias  been 
no  discharge.  The  other  day,  however,  there  was  a  rather 
copious  blood  escape. 

Pathological  Report. — The  endometrmm  presented  appear- 
ances similar  to  the  condition  described  at  the  time  of  the 
previous  curettage  (Fig.  2).  The  ovary  was  found  to  be 
oedematous,  and  at  one  pole  there  was  present  a  large 
corpus  luteum,  the  cavity  of  which  was  expanded  with  fresh 
blood.  There  was  a  marked  congestion  in  the  neighbour- 
hood. On  microscopic  examination,  the  luteal  layer  was  found 
to  be  broken  up  in  many  places  by  hasmorrhage  (Fig.  3), 
and  in  many  regions  there  was  seen  to  be  an  oozing  of  the 
blood  between  the  luteal  cells  towards  the  blood-cavity.  On 
the  inner  aspect  here  and  there  a  direct  escape  of  the  blood 
from  opened-out  vessels  is  recognised.  In  many  places  there 
are  large  thin-walled  vessels  in  the  luteal  layer,  and  across  the 
walls  of  these  a  diapedesis  of  the  red  cells  is  seen. 

The  haemorrhage  is  not  limited  to  the  luteal  layer.  The 
surrounding  ovarian  stroma  is  very  oedematous,  and  in  many 
regions  there  is  an  escape  from  the  thin-walled  vessels, 
especially  in  the  tissue  abutting  on  the  luteal  cells.  The 
oedematous  opening  out  of  the  tissues  is  still  present  at  a 
considerable  distance  from  the  corpus  luteum,  the  whole  of 
which  is  surrounded  by  a  broad  band  of  water-logged  tissue. 
In  this  region,  again  most  marked  at  the  innermost  levels,  the 
vessels  are  expanded. 

Towards  the  free  surface  of  the  corpus  luteum  the  stroma 
becomes  gradually  thinner,  and  the  luteal  layer  comes  nearer 
the  surface.  In  this  region  the  extravasation  is  evident,  and 
the  tissues  are  so  soft  that  it  is  surprising  that  there  was  no 
bleeding  into  the  peritoneal  cavity. 

K 
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Case  II. — Mrs  U.,  set.  28,  married — one  child  three  years 
ago.  Since  childhood  the  patient  had  a  mitral  lesion  of  the 
heart,  and  during  the  labour,  although  there  had  never  been 
any  loss  of  compensation,  a  right-sided  hemiplegia  with  aphasia 
developed.  The  speech  is  now  wholly  returned,  and  sufficient 
power  in  the  leg  to  allow  of  walking.  The  arm  is  still  seriously 
crippled.  Menstruation  has  always  been  regular  until  the 
present  condition  developed.  She  menstruated  from  26th 
April  till  2nd  May  1912.  The  period  returned  on  24th  May, 
and  after  lasting  four  or  five  days  it  ceased  for  one  day,  and 
then  set  in  again,  lasting  right  up  till  13th  June.  She  was 
admitted  to  the  nursing  home  on  that  date.  The  pulse  was 
over  100 ;  there  was  marked  pallor,  and  there  was  a  definite 
feeling  of  discomfort  in  the  lower  abdomen.  On  examination, 
a  sweihng  about  the  size  of  a  cricket  ball  was  found  to  the 
right  of  and  behind  the  uterus.  The  uterus  was  slightly 
enlarged.  As  the  symptoms  and  signs  suggested  extra-uterine 
pregnancy,  the  abdomen  was  immediately  opened  by  Dr  Haig 
Ferguson,  to  whom  I  am  indebted  for  permission  to  make  use 
of  these  notes. 

At  the  operation  the  right  ovary  was  found  to  be  enlarged 
by  a  blood-containing  cyst;  it  was  adherent  to  the  tube  and 
also  to  the  side  wall  of  the  pelvis ;  it  was  removed  with  the 
tube.  As  it  was  recognised  that  pregnancy  would  be  a  danger 
to  the  patient,  she  was  sterilised  by  lemoval  of  the  opposite 
tube.  The  ovary  on  this  side  was  healthy.  The  recovery  was 
good.     The  bleeding  from  the  uterus  ceased  almost  at  once. 

Pathological  examinoticn  of  Ovary. — On  sections,  the  c)'st 
in  the  ovary  recognised  at  the  operation  was  found  to  be 
a  corpus  luteum  greatly  distended  with  blood  (Fig.  4). 
It  was  almost  circular  in  contour,  and  measured  3  cm.  in 
diameter.  There  was  a  congestion  of  the  vessels  in  the  neigh- 
bourhood ;  the  rest  of  the  ovary  was  apparently  normal. 

On  microscopic  examination,  appearances  almost  identical 
with  these  described  in  the  former  case  were  recognised.  The 
luteal  layer  was  beset  with  haemorrhages,  and  in  the  adjacent 
stroma   the  smaller  vessels    were  seen  to  be  leaking   (Fig.  5). 


Fig.  4.— Ovary  from  case  of  uterine  hsemorrhage.     Note 
hsematoma  surrounded  by  thin  shell  of  luteal  tissue. 
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Fig.  5. — Wall  of  luteal  haematoma,  showing  (n)  blood  space; 
(6)  luteal  layer  with  haemorrhage ;  (c)  surrounding  ovarian 
stroma  beset  with  blood  and  oedema. 
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The  blood-collections  in  the  luteal  layer  were  partly  derived 
from  this  source,  though  in  places  the  poorly  supported 
vessels  coursing  between  the  luteal  cells  were  discharging  their 
contents.  The  blood  in  the  cavity,  which  was  quite  fresh 
towards  the  periphery,  was  derived  from  three  different  sources. 
It  came  (1)  from  the  opened-out  mouth  of  vessels  on  the  inner- 
most aspect  of  the  luteal  lining ;  (2)  from  a  trickling  through 
of  the  blood  poured  out  from  the  vessels  deeper  in  the  luteal 
layer ;  (3)  from  a  passage  through  the  entire  thickness  of  this 
layer  from  the  blood  which  had  escaped  from  the  stroma 
vessels.  The  central  cells  were  in  places  degenerated,  and  in 
places  there  was  a  vacuolar  change. 

Surrounding  the  corpus  luteum  there  was  a  broad  area  of 
(edematous  stroma ;  as  before,  the  haemorrhage  in  this  region 
was  chiefly  marked  next  the  luteal  tissue. 

It  will  be  seen  that  the  cases  which  I  have  described  agree 
in  exhibiting,  (1)  a  long-continued  menstrual  or  menstrual-like 
discharge,  and  (2)  definite  haemorrhage  in  the  ovary,  both  into 
and  surrounding  a  well-developed  corpus  luteum. 

The  first  thought  that  comes  to  the  mind  after  a  study  of 
these  cases,  is  that  here  we  have  a  proof  of  the  elaboration  by 
the  luteal  cells  of  some  material  that  causes  bleeding.  So 
excessive  is  its  production,  that  it  not  only  gives  a  copious 
uterine  flow,  but  it  also  provokes  htemorrhage  in  the  ovary. 
To  explain  the  uterine  haemorrhage  in  these  cases,  we  have  to 
predicate  something  more  than  an  abnormal  uterine  muscula- 
ture or  endometrium,  and  the  excessive  luteal  development 
(which  was  certainly  present  in  Case  II.),  with  the  localisa- 
tion of  the  ovarian  changes  to  the  corpus  luteum  and  its 
neighbourhood,  indicate  strongly  that  we  have  to  consider 
the  conditions  represented  by  these  cases  to  correspond  to  an 
exaggerated  and  prolonged  menstruation.  There  is  another 
point  in  which  the  conditions  correspond  to  menstruation; 
the  alterations  in  the  glands  and  the  stroma  of  the  endo- 
metrium, which  I  have  elsewhere  shown  to  be  characteristic 
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of   menstruation/   are    present  in   the   mucous   membrane   of 
Case  I.     This  will  be  again  referred  to. 

The  oedema,  haemorrhage,  and  vascular  distension  are  only- 
present  in  the  proximity  of  the  corpus  luteum,  and  they  are 
most  evident  in  the  immediate  proximity  of  the  luteal  cells. 
This  suggests  that  it  is  to  these  that  we  have  to  look  for  the 
source  of  the  bio-chemical  materials. 


Mode  of  Action  of  Bio-Chemical  Materials. 

In  investigations  which  I  have  previously  recorded,  I  have 
shown  that  the  bleeding  from  the  endometrium  in  menstruation 
is  not,  as  has  been  hitherto  stated,  due  to  a  congestion  of  the 
uterine  vessels  with  a  mechanical  liberation  of  the  blood  into, 
and  then  through  the  surface  of,  the  mucosa.  The  problem  is 
much  more  complex.  In  the  process  I  have  shown  that  the 
endometrium  takes  a  more  active  share  than  is  represented  by 
a  mere  displacement  and  opening  out  of  the  stroma  and  surface 
levels.  The  connective  tissue  acts  by  becoming  so  altered  in 
response  to  the  bio-chemical  material  as  actually  to  draw  the 
fluid  and  blood  from  the  vessels.  This  is  accomplished  by  a 
protoplasmic  change,  which  increases  its  affinity  for  fluid. 
After  the  stroma  is  surcharged  with  blood,  this  escapes  into 
the  uterine  cavity,  as  the  menstrual  flow.  I  have  described 
elsewhere  similar  changes  in  the  hemorrhagic  mucosa.  They 
are  present  in  the  endometrium  in  Case  I. 

I  mention  these  facts  because  a  study  of  the  intimate 
histological  changes  in  the  ovary,  round  the  corpora  lutea  in 
the  cases  which  I  have  recorded,  reveals  alterations  in  every 
way  similar  to  those  produced  by  the  ovarian  influence  in  the 
premenstrual  mucosa.  This  being  the  case,  the  two  sets  of 
observations,  which  are  in  every  way  definite  and  subject  to 
only  one  interpretation,  stand  side  by  side  in  mutual  support. 
1  Trans.  Edin.  Obstet.  Sac,  1910-11,  p.  61. 


BY   DR   JAMES    YOUNG.  149 

In  the  ovary,  in  which  the  water-logging  and  haemorrhage 
are  present,  the  stroma  is  teased  out,  and  this  can  be  seen  to 
be  dependent  on  the  formation  of  a  large  number  of  fluid- 
containing  chambers  in  the  cell-protoplasm,  which  becomes 
broken  into  a  complicated  structure  like  a  reticulum.  The 
protoplasmic  threads,  however,  are  not  fibrils  but  films 
separating  the  adjacent  fluid  spaces.  The  process  responsible 
for  this  change  is  especially  evident  in  and  near  the  vessels. 
With  a  teasing  apart  of  the  softened  tissue,  the  blood  soon 
escapes  in  the  wake  of  the  dragged-out  fluid.  The  expansion 
of  the  vessels  is  due  to  the  softening  of  the  structures  and 
to  the  fact  that  the  blood  is  being  drawn  onwards  with 
increased  force  by  the  avid  tissues.  For  a  fuller  account  of 
these  changes  I  shall  have  to  refer  the  reader  to  my  previous 
work. 

I  may  state  that  similar  changes  may  be  detected  in  the 
ovary  in  the  neighbourhood  of  even  a  normal  corpus  luteum. 
The  difference  is  only  one  of  degree.  The  surrounding  sheath 
of  water-logged  stroma  is  well  marked,  as  is  also  the  vascular 
engorgement,  but  the  haemorrhage  is  absent  or  is  only 
scanty. 

We  thus  see  that  the  more  intimately  we  study  the  ovarian 
changes,  the  more  we  are  compelled  to  recognise  that  the  luteal  cells 
are  concerned  with  the  elahoration  of  hcemorrhage-'producing 
substances.  Where  these  are  produced  in  excess  we  get 
raenorrhagia  and  metrorrhagia,  as  in  the  cases  reported. 

Do  these  observations  necessarily  prove,  however,  that  the 
secretion  of  the  ovary,  which  is  responsible  for  the  premenstrual 
and  the  menstrual  phenomena,  is  produced  by  the  well-developed 
corpus  luteum,  and  that  only  by  this  can  it  be  elaborated  ? 
The  conditions  in  the  cases  reported  correspond  in  many  points 
to  menstruation,  from  which  they  differ  only  in  degree.  In 
Case  II.  the  bleeding  set  in  at  the  usual  period,  while  in  Case  I. 
it  usually  did  so.     Yet  the  conditions  are  pathological,  and  care 
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is  necessary  in  any  attempt  to  apply  them  to  explain  the 
physiological.  We  are,  I  think,  however,  justified  in  concluding 
that  the  luteal  cells  do  elaborate  a  substance  which  provokes 
uterine  hsemorrhage,  but  the  facts  previously  considered  suggest 
that  menstruation  occurs  before  there  is  any  well-marked  luteal 
development  in  the  Graafian  follicle.  If  this  be  true  (though 
we  must  remember  that  in  the  subject  there  are  so  many 
difficulties  that  a  dogmatic  statement  is  still  unwise),  then  it 
must  be  the  case  that  under  ordinary  circumstances  the 
premenstrual  and  menstrual  changes  render  the  endometrium 
incapable  of  any  further  reaction,  till  the  next  premenstrual 
stage.  In  other  words,  although  there  is  a  continued  and 
increasing  production  of  the  luteal  secretion  after  the  cessation 
of  menstruation,  the  mucosa  has  lost  its  power  of  reaction  after 
sinking  down  from  the  swollen  state.  Why  the  faculty  of 
reaction  should  be  retained  in  these  cases,  it  is  impossible 
to  say. 

It  may  well  be  that  the  continued  luteal  secretion  in  the 
healthy  ovary  is  intended  to  aid  the  young  ovum  in  some  way 
during  the  early  stages  of  imbedding.  The  appearances  in 
this  way  would  support  the  experimental  finding  of  several 
authors  (Blair  Bell,  etc.),  that  removal  of  the  ovary  arrests 
pregnancy  in  the  early  stages. 

That  a  certain  amount  of  luteal  enlargement  of  the  stroma 
cells  adjacent  to  the  granulosa  layer  occurs  even  before 
dehiscence  is  a  fact,  which  is  capable  of  easy  proof  in  the 
human  ovary;  and  we  are  thus  led  to  believe  that  the 
altered  stroma  elements,  together  with  the  granulosa  cells,  and 
possibly  the  ovum,  constitute  the  source  of  the  normal  periodic 
secretion. 

In  addition,  I  would  say  that  it  long  seemed  to  me  to  be 
more  than  a  coincidence,  that  the  only  regions  in  which 
haemorrhage  occurs  normally  in  the  adult  organism  were  the 
uterus  and    ovary,   differing  widely   in    structure,    as   do    the 
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endometrium  and  the  ovarian  stroma.  Closely  correlated  as 
they  are  in  function,  it  seemed  unlikely  that  the  blood  leak 
into  the  cavity  of  the  corpus  luteum,  which  is  so  constant  in 
woman  as  to  constitute  a  characteristic,  and  the  blood  escape 
in  menstruation  should  be  due  to  processes  inherently  different, 
as  the  orthodox  view  demands.  I  have  shown  that  this  view 
of  menstruation  is  erroneous,  and  I  believe  that  the  blood 
aocumulation  in  the  Graafian  follicle  and  corpus  luteum  is 
probably  due  likewise  to  a  more  active  process,  depending  upon 
the  haemorrhage-producing  properties  of  the  Graafian  elements. 

I  have  elsewhere  shown  that  the  only  other  condition  in 
which  haemorrhage  occurs  in  the  human  organism,  namely,  that 
which  forms  the  blood-lake  in  the  mucosa  round  the  engrafted 
ovum,  is  again  not,  as  is  usually  described,  due  to  a  mechanical 
process,  but  is  due  to  changes  in  the  maternal  tissues  produced 
in  response  to  bio-chemical  materials  elaborated  by  the  chorionic 
cells,  which  are  similar  to  and  produce  similar  changes  to  those 
elaborated  by  the  Graafian  follicle  during  menstruation  We 
thus  sec  that  tha  three  different  hccmori^hages  produced  in  the 
adult  are  all  produced  in  response  to  a  similar  bio  -  chemical 
influence,  a  conclusion  the  importance  and  justice  of  which  are 
evident  when  we  remember  that  the  elaborating  agents  are  all 
derived  from  the  same  source,  namely,  the  unruptured  Graafian 
follicle. 

There  is  still  another  respect  in  which  the  reaction  of  the 
ovarian  stroma  resembles  the  reaction  of  the  endometrial  stroma 
in  menstruation  and  in  pregnancy.  This  consists  in  the 
formation  of  large  thin-walled  blood  sinuses.  I  have  elsewhere 
described  in  full  this  very  interesting  change  in  the  uterine 
mucosa  in  menstruation  and  early  pregnancy  and  in  the 
regions  of  abnormal  chorionic  activity :  pregnant  tube,  chorion- 
epithelioma,  etc.  I  have  shown  in  these  various  conditions 
that  this  change,  which  is  more  a  new  formation  than  a  mere 
vascular  expansion,  can  be  explained  in  terms  of   the  tissue 
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reaction  to  the  ovarian  stimulus  in  menstruation,  and  to  the 
chorionic  substances  in  pregnancy.  In  pregnancy  it  continues, 
as  do  the  oedema  and  the  haemorrhage,  until  the  stiffening  of 
the  stroma  by  the  decidual  change  is  established.^ 

These  thin-walled  sinuses  in  the  ovarian  stroma  near  the 
corpus  luteum  are  well  seen  in  Case  I.  A  careful  examina- 
tion shows  that  in  their  formation  the  connective-tissue  cells 
are  embraced  by,  and  take  part  in  the  formation  of  the 
expanding  wall. 

Significance  of  Glandular  Increase  in  "  Glandular  Endometritis.'" 

In  the  first  case,  which  was  the  only  one  in  which  there 
was  an  opportunity  of  examining  the  endometrium,  there 
was  present  an  increase  in  the  glandular  tissue.  The  gland 
spaces  were  expanded,  and  as  the  figure  shows  (Fig.  2)  the 
glandular  tissue  formed  the  bulk  of  the  mucosa.  The  condi- 
tion corresponds  to  what  is  called  "glandular  endometritis." 
This  condition  was  found  at  the  time  when  curettage  was 
carried  out,  and  it  was  again  found  to  be  present  after  the 
uterus  was  removed  fourteen  months  later. 

It  is  well  known  that  in  the  premenstrual  stage  of  the 
mucosa  there  is  a  proliferation  of  the  gland  cells,  resulting  in 
a  lengthening  and  tortuosity  of  the  gland  tubes.  There  is  no 
new  formation  of  glands.  If,  as  we  must  admit,  this  is  another 
evidence  of  the  reaction  of  the  cells  of  the  mucosa  to  the 
menstrual  substances  of  ovarian  origin,  it  is  not  surprising  to 
find  that,  with  an  excessive  activity  of  the  ovary,  there  should 
be  an  exaggerated  formation  of  gland  tissue.  This  I  would 
advance  as  a  plausible  explanation  of  the  pathological  gland 
formation  which  occurs  in  these  cases.  If  it  be  true,  we  must 
consider  this  change  as  merely  of  incidental  importance. 

It  is  interesting  to  remember  in  this  connection  that  the 

*  Trans.  Edin.  Obstet.  Sac,  1910-11,  p.  70. 
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materials  elaborated  by  the  chorionic  cells  call  into  existence 
a  similar  glandular  increase  in  the  early  decidua,  resulting  in 
the  formation  of  the  spongy  layer.  This  constitutes  another 
link  between  the  secretion  of  menstruation  and  that  of  the 
chorion  of  the  young  ovum. 

Rcmarhs  on  Treatment  of  Monorrhagia  and  Metrorrhagia. 

The  recognition  of  an  ovarian  origin  for  severe  and  intract- 
able uterine  haemorrhage  implies  that  removal  of  the  uterus, 
the  orthodox  treatment  in  all  such  cases,  based  as  it  is  upon 
the  belief  that  this  organ  is  always  at  fault,  may  be  founded 
on  a  scientific  misapprehension.  Where  there  is  found  on 
exainination  nothing  abnormal  except  some  uterine  enlargement, 
and  where  the  mucosa  removed  by  curettage  (which  is  necessary 
in  every  case  to  exclude  malignant  disease)  is  found  to  exhibit 
the  appearances  of  so-called  "glandular  endometritis,"  an 
ovarian  source  should  be  suspected.  This  will  be  especially 
likely  if  there  have  been  pains  located  in  the  ovarian  region 
before  or  at  the  time  of  menstruation.  In  Case  I.  it  is  probable 
that  the  severe  pain  every  month  in  the  ovary  was  due  to  a 
recurring  haemorrhage  into  and  round  the  corpora  lutea  as  they 
were  forming.  In  Case  II.  the  discomfort  present  was  clearly 
dependent  upon  the  same  factor. 

A  recognition  of  these  facts  must  mark  an  advance  in  the 
pathology  of  uterine  haimorrhage,  and  it  opens  up  the  possi- 
bility of  a  more  scientific  therapeusis,  perhaps  medical  rather 
than  surgical.  But  the  nature  of  the  condition,  depending  as 
it  does  upon  abnormal  activity  of  an  organ,  which  even  under 
the  circumstances  is,  so  far  as  we  know,  in  itself  unassociated 
with  any  danger  to  health  and  life,  and  which,  moreover,  all 
wise  treatment  should  attempt  to  conserve,  points  to  removal 
of  the  uterus  as  still  the  only  treatment  to  bring  satisfaction. 
We  are  not  justified  in  assuming  that  the  removal  of  an 
obviously  diseased  ovary,  such  as  was  present  in  Case  I.,  will 
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necessarily  cure  the  bleeding,  although  in  Case  II.,  where 
there  was  a  marked  lesion  found,  extirpation  has  apparently- 
been  followed  by  cure.  In  this  case,  however,  the  menorrhagia 
was  of  recent  standing  and  was  quite  consistent  with  a  newly 
established  error  in  the  ovarian  secretion,  whilst  in  Case  I., 
where  the  symptoms  had  existed  for  years,  both  ovaries  may 
have  become  involved.  That  such  was  the  case,  was  suggested 
by  the  finding  of  a  similar  though  smaller  hsemorrhage  in  the 
opposite  ovary. 

Summary. 

An  excess  of  the  secretion  of  the  cells  of  the  corpus  luteum, 
in  addition  to  causing  haemorrhage  of  marked  and  even  danger- 
ous nature  in  the  ovary,  may  produce  severe  and  long-continued 
uterine  haemorrhage. 

Under  ordinary  circumstances,  the  bio-chemical  substance 
elaborated  by  the  cells  of  the  Grraafian  follicle  is  sufficient  to 
produce  only  three  to  five  days'  menstruation,  but  even  then 
there  is  evidence,  in  the  neighbourhood  of  the  still  enlarging 
corpus  luteum,  of  a  continued  production  of  luteal  secretion. 

The  normal  secretion  comes  from  the  cells  of  the  unruptured 
Graafian  follicle,  which  consists  of  ovum  and  granulosa  cells. 
The  surrounding  stroma  cells  may  participate,  for  they  may 
be  seen  to  be  enlarging  in  a  luteal  fashion. 

The  changes  in  the  endometrium  during  menstruation  are 
similar  to  the  changes  in  the  stroma  cells  round  the  developing 
corpus  luteum.  In  each  case  there  is  a  diffuse  alteration  in 
the  protoplasm,  resulting  in  a  dragging  out  of  the  watery  and 
corpuscular  elements  of  the  blood.  In  other  words,  the 
hsemorrhage  in  connection  with  the  corpus  luteum  and  in  the 
uterus,  which  occur  periodically,  are  dependent  on  the  same 
factor. 

In  the  only  other  condition  where  haemorrhage  normally 
occurs,  iy..  in   the  endometrium  during  pregnancy,  the  cause 
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of  the  bleeding  and  the  tissue  changes  associated  therewith 
are  similar  to  those  present  in  the  menstruating  ovary  and 
uterus.  In  pregnancy  I  have  shown  that  the  process  is  due 
to  the  action  of  materials  elaborated  by  the  chorionic  cells. 
"We  thus  see  that  all  the  three  conditions  in  which  haemorrhage 
occurs  normally  in  woman  are  essentially  dependent  on  similar 
causes,  and  are  not,  as  has  hitherto  been  stated,  due  to  three 
different  processes.  The  tissue  elements  responsible  for  the 
haemorrhage  in  the  different  conditions  are  all  derived  in  the 
beginning  from  the  Graafian  follicle  (ovum,  granulosa  cells 
and  (probably)  the  adjacent  stroma  cells  of  the  ovary). 

The  glandular  changes  in  so-called  "glandular  endometritis" 
are  sometimes  undovibtedly  of  a  pathological  nature,  but  they 
may  be  simply  an  exaggeration  of  the  periodic  glandular 
hypertrophy  normally  induced  by  the  ovarian  secretion.  This 
would  mean  that  the  change  is  simply  an  incident  in  the 
alterations  produced  by  an  excessive  secretion  of  the  Graafian 
follicle  or  corpus  luteum. 

So  long  as  we  have  no  medical  or  other  palliative  means 
of  treating  abnormal  ovarian  activity,  and  so  long  as  there  is 
no  lesion  in  the  ovaries  which  is  inimical  to  health,  the  best 
method  of  treating  intractable  uterine  haemorrhage  of  ovarian 
origin  is  by  hysterectomy. 


Dr  Berry  Hart  said  Dr  Young  had  taken  up  a  subject  on 
which  their  knowledge  was  very  unsatisfactory,  because  in 
regard  to  the  condition  which  is  called  endometritis  they  were 
to  a  certain  extent  at  sea.  It  is  not  an  inflammatory  condition. 
The  idea  that  the  ovary  may  have  some  connection  with  uterine 
haemorrhage  was  suggested  by  Lawson  Tait;  he  found  the 
cirrhotic  ovary  specially  in  those  cases.  So  far  as  he  under- 
stood Dr  Young's  paper,  he  (Dr  Berry  Hart)  thought  he  was 
right  in  looking  on  endometritis  as  being  influenced  by   the 
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condition  of  the  ovary.  When,  however,  Dr  Young  tackles 
the  subject  of  the  ovary  being  the  source  of  bleeding,  one  sees 
the  difficulties  of  it.  He  understood  Dr  Young's  view  to  be 
that  the  luteal  cells  cause  the  h?emorrhago,  that  it  is  the  corpus 
luteum  which  provokes  haemorrhage  from  the  uterus. 

The  corpora  lutea  cells  are  usually  held  to  have  some  power 
of  affecting  the  connective-tissue  corpuscles  in  the  uterus.  It 
was,  however,  unfair  to  make  a  criticism  on  merely  hearing 
the  paper ;  one  would  require  to  read  it  and  think  it  out.  If 
the  corpus  luteum  induced  hsemorrhage,  might  it  not  in  some 
cases  be  a  cause  of  abortion  ?  However,  knowing  Dr  Young's 
knowledge  of  this  subject,  he  should  be  encouraged  to  work 
it  out. 

Dr  Barlour  agreed  with  Dr  Berry  Hart  that  he  would  like 
to  read  the  paper  before  criticising  it.  It  seemed  to  him  that 
the  writer  of  the  paper  confused  two  things.  He  gathered 
that  there  was  haemorrhage  round  the  luteal  cells.  But  this 
does  not  prove  that  the  lutein  caused  uterine  hsemorrhage, 
either  through  the  nervous  system  or  through  action  on  the 
uterine  vessels.  Both  of  these  implied  its  absorption  into  the 
blood.  If  lutein  causes  haemorrhage  directly,  one  would 
expect  to  find  these  hsemorrhagic  changes  very  common  round 
the  corpus  luteum.  He  had  examined  a  good  many  ovaries, 
and  found  that  this  change  is  not  nearly  so  constant  as  one 
would  expect  if  ic  tends  to  produce  haemorrhage.  In  the  ovary 
one  meets  with  two  distinct  classes  of  cysts,  namely,  the  luteal 
cyst  and  the  hsemorrhagic  form  of  cystic  ovary,  in  which  there 
are  sometimes  several  small  cysts.  He  had  seen  an  ovary 
filled  with  shot-like  bodies  due  to  haemorrhage  into  follicles. 
He  noticed  the  omission  from  the  paper  of  any  reference  to 
the  changes  in  the  blood  -  vessels  in  the  endometrium.  He 
had  satisfied  himself  that  if  thickened  they  are  a  cause  of 
hsemorrhage.     There  are  changes  in  the  blood-vessels  such  as 
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one  has  seen  in  sclerosis.     Did  Dr  Young  attach  much  import- 
ance to  the  changes  in  the  vessels  ? 

Dr  Younij.  Not  to  pathological  thickening.  He  never 
could  see  how  thickening  could  cause  an  escape  of  blood. 

Dr  Barbour.     Well,  they  do  occur  together. 

Dr  Young.     They  may  both  be  due  to  the  same  cause. 

Professor  Lorrain  Smith  was  much  interested  in  the 
hypothesis  that  lutein  might  be  the  cause  of  haemorrhage. 
He  asked  if  Dr  Young  knew  Dr  Leith  Murray's  work.  He 
ascribed  the  redness  to  the  haemolytic  action  of  the  fats. 

The  President  thought  they  were  very  much  indebted  to 
Dr  Young  for  having  brought  such  a  very  interesting  paper 
before  the  Society.  They  did  not  know  much  about  it,  but 
were  always  glad  to  hear  something  new  and  perhaps  get  some 
light  on  the  subject. 

Dr  Young  said  what  he  wanted  to  show  was  that  if  one 
accepts  the  ovary  as  the  cause  of  menstruation,  and  with  all 
one's  reasoning  one  must  start  with  that,  and  if  one  finds  that 
in  association  with  uterine  haemorrhage  there  are  unusual  and 
definite  hsemorrhagic  conditions  in  the  ovary,  the  natural 
conclusion  seems  to  be  that  the  one  is  associated  with  the 
other,  namely,  that  the  ovary  is  the  cause  of  bleeding  from  the 
uterus.  All  he  wanted  to  convey  was  that  here  there  might 
be  an  explanation.  He  had  laid  very  little  stress  indeed  on 
the  luteal  origin;  very  little  indeed  was  known  about  the 
chemistry  of  the  subject. 
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VI.  THREE  CASES  OF  SYMMETRICAL  NECROSIS  OF 
THE  CORTEX  OF  THE  KIDNEYS  ASSOCIATED 
WITH  PUERPERAL  ECLAMPSIA  AND  SUPPRES- 
SION   OF    URINE. 

By  Robert  Jardine,  M.D.,  Professor  of  Midwifery,  St  Mungo's 
College,  Glasgow ;  Obstetric  Physician  to  the  Glasgow  Maternity 
and  Women's  Hospital ;  and  Alex.  Mills  Kennedy,  M.D.Glasg., 
Senior  Assistant  Pathologist  to  the  Glasgow  Eoyal  Infirmary ; 
Pathologist  to  the  Glasgow  Maternity  and  A¥omen's  Hospital ; 
Assistant  to  the  St  Muugo  (Notman)  Professor  of  Pathology, 
Glasgow  University. 

Clinical  Record  of  Cases  hy  Professor  Jardine. 

Ox  9bh  May  1906  I  read  a  paper  liefore  this  Society,  entitled, 
"  Eclampsia  during  Pregnancy ;  death  from  Suppression  of 
Urine ;  extensive  infarction  of  both  kidneys " ;  and  exhibited 
the  kidneys  and  microscopic  sections.  The  report  of  this  paper 
is  in  Vol.  XXXI.  of  the  Transactions.  In  1911,  in  conjunction 
with  Dr  J.  H.  Teacher,  I  published  full  notes  of  this  case,  and 
of  a  second  one  which  I  had  treated  in  January  1907.  This 
paper  appeared  in  the  Journal  of  Patholocjy  and  Bacteriology  (vol. 
XV.,  1911).  Since  then  I  have  seen  four  more  cases,  tliree  of 
which  I  have  had  under  my  own  care.  One  of  these  I  saw  in 
consultation  in  the  country,  but  I  was  unable  to  obtain  the 
kidneys.  The  other  case  I  saw  under  the  care  of  my  colleague, 
Prof.  M.  Cameron,  and  I  am  indebted  to  him  for  permission  to 
publish  it  along  with  my  own.  When  Teacher  and  I  published 
our  two  cases  in  1911,  we  could  only  find  records  of  about 
half  a  dozen  somewhat  similar  cases.  So  far  as  we  could 
discover,  the  first  case  had  been  published  by  Eose  Bradford 
and  Lawrence  in  1898.  Griffith  and  Herringham,  H.  C.  Lloyd 
and  Klotz,  have  also  published  cases,  but  I  am  not  aware  of  any 
others.  The  condition  is  certainly  a  rare  one,  but  apparently 
it  has  fallen  to  my  lot  to  have  seen  more  than  any  other 
observer. 
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I  shall  give  the  clinical  notes  of  the  cases,  not  taking  them 
in  the  order  of  admission,  but  beginning  with  the  one  in  which 
the  suppression  of  urine  lasted  longest,  and  working  down  the 
scale. 

Case  I. — Mrs  F.,  ix. -gravida,  ret.  34,  was  admitted  to  the 
Glasgow  Maternity  and  Women's  Hospital  under  my  care  on 
21st  May  1910,  at  10.40  P.i\r.,  suffering  from  concealed  acci- 
dental hemorrhage.  Seven  of  her  previous  labours  had  been 
at  full  time,  all  instrumental,  and  the  last  had  been  a  premature 
one  at  the  sixth  month.  The  present  pregnancy  was  advanced 
to  the  seventh  month.  For  two  weeks  previous  to  admission 
the  patient's  legs  had  been  swollen,  and  for  one  week  she  had 
complained  of  pain  across  the  upper  part  of  the  womb,  and  had 
felt  very  weak  and  ill.  About  live  hours  before  admission  the 
pain  in  the  abdomen  had  become  much  worse,  and  a  vaginal 
discharge  of  blood-stained  fluid  hail  commenced. 

General  condition  on  admission.  —  The  patient  was  ex- 
tremely blanched,  with  a  very  thready  pulse  of  140,  which  at 
times  was  almost  imperceptible.  There  was  marked  oedema  of 
the  legs  and  abdominal  wall,  and  moist  rales  were  heard  all 
over  the  bases  of  the  lungs.  No  cardiac  murmurs  could  be 
detected.  The  tongue  was  furred,  and  the  breath  very  foul. 
The  uterus  was  globular  in  shape,  very  distended  and  tender. 
No  foetal  parts  could  be  iclt,  and  no  heart-sounds  were  audible. 
The  OS  was  the  size  of  half  a  crown,  but  the  cervix  was  not 
fully  taken  up.  The  vertex  presented,  and  there  were  no 
forewaters.  On  passing  a  catheter,  the  bladder  was  found  to  be 
empty.  The  patient  stated  that  she  had  not  passed  any  urine 
since  the  morning.  The  diagonal  conjugate  was  slightly  over 
3f  inches. 

The  patient  was  so  ill  that  I  was  quite  sure  that  immediate 
delivery  would  be  fatal,  so  I  decided  to  try  saline  infusion,  and 
free  stimulation,  with  strychnine  and  digitaline  hypodermically 
and  brandy  by  the  mouth.  The  uterus  was  so  tense  that  it  did 
not  seem  likely  that  any  further  haemorrhage  could  occur  into 
it.  Fortunately  there  was  a  quick  response  to  the  stimulation, 
and  in  about  three  hours  a  dead  3^  lbs.  foetus  was  delivered 
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spontaneously.  The  placenta,  which  was  very  unhealthy,  and  a 
very  large  amount  of  clot  were  expressed  from  the  uterus. 
The  chorion  was  partly  adherent,  and  had  to  be  removed.  The 
uterus  was  douched  out  with  lysol  solution  at  120°  F.,  and 
firmly  packed  with  iodoform  gauze  to  prevent  any  further 
oozing. 

The  patient  rallied  after  delivery,  and  next  day  her  pulse 
was  from  116  to  120.  The  uterine  packing  was  removed,  and 
there  was  no  bleeding.     No  urine  was  excreted, 

Oq  the  following  day  (the  23rd)  the  patient  looked  well, 
and  her  pulse  was  good,  but  the  suppression  of  urine  was  still 
complete.  The  bowels  were  freely  moved  by  magnesium 
sulphate.  The  loins  were  cupped  and  poulticed,  and  a  half-pint 
of  saline  solution  was  given  by  the  rectum,  four -hourly.  The 
patient  was  also  given  as  much  fluid  by  the  mouth  as  she  could 
be  got  to  drink.  The  skin  and  bowels  acted  well.  She  was 
very  comfortable,  and  the  only  thing  she  suffered  from  was  an 
occasional  attack  of  dyspnoea.  She  seemed  to  think  that  we 
were  concerning  ourselves  unnecessarily  about  her. 

Next  day  (24th)  no  urine  was  passed.  A  urinous  odour 
was  quite  perceptible  from  the  patient's  skin.  She  was  quite 
conscious,  and  did  not  seem  to  be  suffering,  except  from 
occasional  attacks  of  dyspna3a. 

On  the  26th  the  suppression  of  urine  was  still  complete. 
The  patient  was  quite  conscious,  and  apparently  not  suffering 
any  inconvenience,  except  from  the  occasional  attacks  of 
dyspnoea.  Towards  evening  these  attacks  became  more 
frequent,  but  there  were  no  convulsions,  nor  any  period  of  what 
might  be  called  coma.     Death  occurred  at  11.20  p.m. 

This  patient  was  admitted  on  the  21st,  at  10.40  p.m.,  and 
she  died  on  the  25th,  at  11.20  p.m.,  so  she  was  in  the  hospital 
a  little  over  four  days,  during  which  time  the  suppression 
of  urine  was  complete.  According  to  her  own  statement,  the 
last  time  she  had  passed  urine  was  on  the  morning  of  the  day 
of  admission,  and  as  she  was  admitted  to  the  hospital  at 
10.40  p.m.,  we  may  take  it  that  complete  suppression  had 
commenced  twelve  hours  before  admission,  so  it  must  have 
lasted  at  least  four  and  a  half  days. 
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In  this  case  there  were  no  convulsions,  and  it  may  be  asked 
why  it  is  included  with  other  cases  of  eclampsia  While  it  is 
quite  true  that,  in  the  great  majority  of  cases  of  eclampsia, 
convulsions  are  present,  there  are  a  number  of  cases  in  which 
the  patients  show  all  the  indications  of  eclampsia  except 
convulsions.  I  have  seen  a  number  of  these  which  have 
recovered,  but  quite  recently  I  had  one  which  died ;  and  at  the 
post-mortem  examination,  which  was  done  by  Dr  Kennedy,  the 
typical  lesions  of  eclampsia  were  found  in  the  liver  and 
kidneys.  Dr  Kennedy  had  no  hesitation  in  pronouncing  the 
■case  one  of  eclampsia.  It  is  possible  that  the  great  loss  of 
blood  had  prevented  the  occurrence  of  fits  in  the  case  of 
Mrs  F.,  and  as  Dr  Kennedy  found  the  lesions  of  eclampsia 
present,  we  have  concluded  that  the  case  was  really  one  of 
■eclampsia,  although  no  fits  had  occurred. 

Case  II. — Mrs  A.,  ii. -gravida,  pet.  38,  was  admitted  under 
my  care  on  25th  January  1910,  at  9.40  p.m.,  suffering  from 
oedema  and  bad  albuminuria.  Her  first  pregnancy  had  ended 
in  a  miscarriage,  in  January  1909.  The  present  pregnancy  had 
begun  in  May  1909.  Swelling  of  her  legs  and  feet  had  been 
present  for  about  six  months.  There  was  considerable  anaemia, 
and  some  bronchitis.  The  uterus  was  much  distended  with  a  twin 
pregnancy.  Both  foetuses  were  alive.  The  os  was  the  size  of  a 
shilling,  and  the  cervix  taken  up.  The  urine  was  loaded  with 
albumen,  and  pus  cells  and  granular  casts  were  present. 

Next  day  (26th)  the  labour  ended  spontaneously  by  the 
birth  of  live  female  twins,  4  lbs.  and  4i  lbs.  in  weight.  At  this 
time  the  patient's  pulse  was  88,  and  the  temperature  normal. 
There  was  nothing  to  point  to  anything  being  wrong  except 
some  nephritis,  which  we  expected  to  clear  up  now  that  the 
labour  was  over. 

On  the  27th  the  temperature  was  still  normal,  but  the 
pulse-rate  varied  between  100  and  130.  The  patient's  face  had 
become  cedematous,  and  there  was  persistent  vomiting.  Only 
1  ounce  of  urine  was  excreted  in  the  twenty-four  hours. 

On  the  28th  the  patient  was  semi-comatose.  One  ounce  of 
urine  was  excreted. 

I. 
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On  the  29th  the  patient  had  a  convulsion,  and  died  in  the 
fit  at  2.30  A.M.  This  was  the  only  fit.  The  suppression  of 
urine  had  lasted  about  two  and  a  half  days. 

The  treatment  adopted  was  free  purgation,  salines  by 
infusion  and  by  the  rectum,  and  free  stimulation. 

In  this  case  it  may  also  be  urged  that,  as  the  only  convul- 
sion occurred  immediately  before  death,  it  was  not  a  case  of 
eclampsia,  but  one  of  uraemia.  From  the  clinical  point  of  view 
I  had  diagnosed  the  case  as  one  of  eclampsia,  and  the  post- 
mortem findings  confirmed  this  diagnosis. 

Case  III. — Mrs  C,  i.-gravida,  set.  23,  was  admitted  under 
the  care  of  Prof.  M.  Cameron  on  12th  December  1909. 

The  history  was,  that  the  patient's  face  had  been  swollen 
for  some  weeks,  and  that  on  the  day  before  admission  she  had 
had  vomiting,  severe  headache,  and  failure  of  vision.  At  9  a.m. 
on  the  day  of  admission  she  had  become  somewhat  comatose, 
and  an  hour  or  two  later  she  had  had  a  fit,  followed  by  several 
others. 

On  admission  the  patient  was  not  deeply  comatose,  but  she 
had  a  fit  shortly  afterwards.  She  was  ansemic  in  appearance, 
but  not  markedly  oedematous.  Her  lungs  were  clear,  and  the 
heart-sounds  normal.  The  urine  contained  so  much  albumen 
that  it  became  solid  on  boiling.  The  fundus  of  the  uterus  was 
below  the  umbilicus.  According  to  her  dates,  the  pregnancy 
had  advanced  four  and  a  half  months. 

The  treatment  adopted  was  to  empty  the  uterus,  and  to 
infuse  2  pints  of  saline  solution  under  the  breasts.  The 
stomach  was  also  washed  out,  and  a  large  dose  of  magnesium 
sulphate  with  40  grains  of  bromide  and  20  of  chloral  hydrate 
was  given  through  the  stomach-tube. 

After  the  elTects  of  the  chloroform  had  passed  off,  the 
patient  became  quite  conscious.  There  were  no  more  fits,  and 
for  two  days  she  kept  well,  and  passed  a  fair  quantity  of  urine, 
but  it  was  impossible  to  estimate  the  amount  on  account  of  the 
free  purgation. 

On  the  15th  she  began  to  vomit  blood,  and  complained  of 
pain  in  the  epigastrium,  and  she  was  troubled  with  hiccough. 
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On  the  16tb,  tarry  stools  were  passed,  and  she  was  still 
vomiting  blood-stained  iiuid. 

On  the  17th  the  vomiting  had  ceased,  but  the  hiccough  still 
persisted.  The  urine  was  now  becoming  scanty  in  amount. 
There  was  some  abdominal  distension  and  tenderness  over  the 
stomach. 

On  the  18th  the  abdomen  was  still  distended  and  tender. 
No  urine  was  passed.  This  was  the  first  day  of  complete 
suppression. 

The  patient  died  on  the  19th,  at  10.15  a.m.  No  urine  had 
been  passed.  The  complete  suppression  had  been  under  two 
days  in  duration.  There  were  no  fits  immediately  before  death. 
Eclampsia  at  such  an  early  stage  in  pregnancy  is  extremely 
rare.  In  my  experience  of  several  hundred  cases,  I  have  only 
seen  one  other  at  such  an  early  stage. 

In  the  first  of  the  two  cases  I  have  already  recorded,  there  had 
been  complete  suppression  of  urine  for  five  and  a  half  days.  In 
the  second  one  the  suppression  never  was  complete,  but,  during  the 
nine  days  the  patient  was  in  hospital,  12  ozs.  and  8  ozs.  of  urine 
were  secreted  on  the  first  and  second  days,  and  after  that  the 
amount  varied  from  h  oz.  to  3  ozs.  In  this  case  the  patient's 
face  and  hands  showed  a  condition  not  unlike  Eaynaud's 
disease.  In  no  other  case  has  this  condition  been  observed.  I 
mention  this  because  Teacher  looks  npon  spasms  of  the  vessels 
as  probably  the  determining  course  of  the  thrombosis. 

In  the  cases  just  recorded,  the  suppression  lasted  for  four  and 
a  half,  two  and  a  half,  and  one  and  a  half  days ;  so  it  gives  a 
series,  and  the  condition  can  be  studied  in  various  stages,  but 
Dr  Kennedy  will  deal  with  that  in  his  report. 

It  will  be  noticed  that  none  of  the  cases  had  gone  to  full  time, 
and  in  Case  III.  the  pregnancy  had  only  lasted  four  and  a  half 
months.  This  was  the  only  case  in  which  there  was  any  operative 
interference  in  regard  to  the  delivery.  Case  II.  was  the  only  one 
in  which  a  live  child  was  born.     It  was  a  case  of  twins. 

In  the  case  which  Drs  Herringham  and  Griffiths  reported, 
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entitled,  "  A  case  of  Necrosis  of  the  entire  Eenal  Cortex  of  both 
Kidneys,  together  with  Thrombosis  of  all  the  Cortical  Arteries, 
occurring  in  the  Puerperal  State,"  the  patient  had  had  no  fits, 
but  she  had  suffered  from  chronic  renal  disease  for  several 
years.  She  had  had  complete  suppression  of  urine  for  the  last 
six  days  of  her  life,  and  had  only  secreted  10  fluid  ounces  during 
the  three  days  previous  to  the  onset  of  complete  suppression. 
There  vs^as  only  a  trace  of  albumen  in  her  urine  and  some  tube- 
casts. 

In  Eose  Bradford  and  Lawrence's  case  the  suppression  had 
lasted  seven  days.     There  had  been  no  fits. 

In  both  of  these  cases  the  kidney  condition  was  practically 
identical  with  the  condition  present  in  all  of  my  advanced 
cases. 

All  of  these  observers  have  drawn  attention  to  the  fact  that 
no  ursemic  signs  or  symptoms  were  manifested.  This  was  true 
of  my  two  cases  previously  reported.  In  the  present  series, 
Mrs  F.  suffered  from  attacks  of  dyspnoea,  which  is  sometimes 
seen  in  ursemia,  but  she  was  so  ansemic  from  the  great  loss  of 
blood  that  the  attacks  may  have  been  due  to  anasmia.  Mrs  A. 
had  persistent  vomiting,  and  she  became  semi-comatose  fully 
twenty-four  hours  before  death.  She  also  had  a  fit,  in  which  she 
died.  No  other  indications  of  uraemia  were  present.  Mrs  C. 
also  had  vomiting  and  hiccough.  The  vomiting  ceased  two 
days  before  death,  but  the  hiccough  persisted.  AVhile  I 
cannot  say  that  there  were  no  indications  of  uraemia  in  these 
cases,  I  think  I  am  justified  in  stating  that  what  indications 
there  were  were  very  slight,  and  not  what  one  would  expect 
in  fatal  cases.  This  is  a  very  striking  feature,  but  the  explana- 
tion of  it  is  not  easy. 

So  far  as  one  can  see,  these  cases  are  hopeless,  as  no 
treatment  can  be  expected  to  renew  the  cortex  of  the  kidney 
where  it  has  been  destroyed.  Unfortunately,  both  kidneys 
seem   always    to   be   affected.      Decapsulation  is  useless.     In 


BY  PROF.  ROBERT  JARDINE  AND  DR  A.  M.  KENNEDY.    165 

my  first  case,  it  was  cloiio  in  one  kidney,  but  of  course  it  did  no 
good. 

I  am  deeply  indebted  to  Drs  Teacher  and  Kennedy  for  the 
great  amount  of  work  they  have  done  in  the  investigation  of 
these  cases.  I  think  it  is  to  the  pathologist  we  must  look  for 
light  upon  this  obscure  subject,  and  I  trust  that  they  may  be 
able  to  help  us. 

Pathological  Record  of  Cases  hy  Br  Kennedy. 

Case  I.,  Mrs  F. — The  body  is  that  of  a  well-developed  and 
well-nourished  woman.  It  is  anaemic -look  hig,  and  there  is 
cedema  of  the  legs. 

Head. — The  calvarium  is  thicker  than  usual.  There  is 
some  cederaa  of  the  soft  membranes,  and  a  slight  excess  of  fluid 
in  the  lateral  ventricles,  but  nothing  further  abnormal  is  to  be 
found  in  the  brain.  The  cerebral  vessels  are  healthy,  and  there 
is  no  thrombosis  in  any  of  the  sinuses. 

Thorao:. — There  is  an  excess  of  clear  serous  fluid  in  the  peri- 
cardial sac. 

The  heart  is  slightly  dilated,  and  its  muscle  soft  and 
ansemic-looking.  The  valves  are  healthy.  Large  agonal 
thrombi  are  present  in  the  right  ventricle  and  right  auricle  and 
the  adjoining  inferior  vena  cava. 

Some  clear  fluid  is  present  in  both  pleural  sacs,  and  a 
number  of  old  adhesions  over  both  lunos  behind.  The  lunss 
are  very  oedematous,  but  show  nothing  else  abnormal. 

Ahdomoi. — About  a  pint  of  clear  serous  fluid  is  present  in 
this  cavity,  but  no  blood. 

Liver  is  considerably  enlarged  and  appears  fatty.  There  are 
no  haemorrhages  visible  under  the  capsule  or  in  its  substance, 
but  there  are  a  number  of  very  minute  pale  whitish  areas 
throughout. 

The    uterus   shows  evidence  of  recent  deliverv,  and  in    its 
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upper  right-hand  corner  the  wall  is  very  thin  and  the  peri- 
toneum over  this  area  is  congested. 

With  the  exception  of  the  kidneys,  the  other  abdominal 
organs  are  healthy. 

Kidneys. — Both  kidneys  are  enlarged  and  show  similar 
characteristics.  The  left  kidney  weighs  9|  ozs.  and  the  right  8i 
ozs.  The  capsules  are  non-adherent,  and  the  surfaces  are  fairly 
smooth  except  for  traces  of  the  foetal  lobulation.  The  surfaces 
generally  are  opaque  and  pale  yellowish  white,  but  are  mottled 
all  over  with  small  reddish  areas.  On  section  the  relative 
thickness  of  cortex  and  medulla  is  about  normal.  The  outer 
two-thirds  of  the  cortex  is  dull  opaque  and  pale  yellowish  white 
in  colour,  and  apparently  completely  necrosed.  The  innermost 
third  of  the  cortex  is  apparently  living  tissue,  and  is  well 
demarcated  off  from  the  necrosed  outer  two-thirds  by  a  distinct 
hsemorrhagic  zone.  At  intervals  from  this  zone  of  congestion 
small  strands  of  congestion  pass  into  the  outer  necrosed  area, 
and  reaching  the  surface  constitute  the  reddish  mottled  areas 
visible  under  the  capsule.  The  necrosed  area  is  not  confined  to 
the  peripheral  cortex  but  extends  into  the  interpyramidal 
portion,  and  everywhere  is  limited  internally  by  the  hsemor- 
rhagic zone,  the  relations  being  the  same  throughout,  and  a 
narrow  area  of  apparently  normal  cortex  lying  immediately 
next  the  medulla.  At  no  place  can  any  living  tissue  be  traced 
passing  from  the  medulla  outwards  to  the  surface.  The  arteriae 
recta?  look  congested.  The  renal  arteries  are  not  apparently 
thickened  nor  thrombosed,  and  the  pelves  and  ureters  are 
normal. 

The  appearances  are  those  of  a  uniform  symmetrical  pale 
infarction  of  the  outer  two -thirds  of  the  cortex  of  the  kidneys. 

Microscopic  examination. — Sections  were  prepared  from 
several  portions  of  the  kidney,  and  mounted  in  short  series. 
The  broad  layer  of  necrosis  is  very  regular  and  uniform  in 
thickness,  but  the  extent  of  the  necrosis  is  even  greater  than 
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seemed  to  be  the  case  from  the  naked-eye  appearances  of  the 
organ,  there  being  only  a  very  narrow  zone  of  living  cortical 
tissue  next  the  medulla,  and  most  of  the  zone  which  appeared 
to  be  only  congested  is  really  necrotic.  At  the  surface  immedi- 
ately under  the  capsule  there  is  an  extremely  narrow  layer  of 
living  cortex,  which,  however,  is  not  quite  uniform.  It  is 
broken  up  at  places  by  the  necrosis  extending  right  up  to  the 
surface,  and  at  other  places  it  extends  slightly  deeper  into  the 
kidney  as  small  wedge-shaped  areas,  in  which  the  parenchy- 
matous elements  are  separated  by  what  appears  to  be  a  kind  of 
cedematous  condition  of  the  interstitial  supporting  tissue.  At 
no  place  is  there  any  living  tissue  connecting  the  medulla  with 
the  surface. 

So  far  as  can  be  judged,  the  kidney  appears  to  have  been 
quite  a  healthy  organ.  There  is  no  excess  of  interstitial  con- 
nective tissue,  and  no  sclerosis  of  glomeruli  or  arteries. 

In  the  infarcted  area  all  the  structures  are  in  a  state  of 
necrosis  which  is  almost  complete,  the  cells  having  become 
broken  up  and  the  nuclei  in  the  vast  majority  having  dis- 
appeared altogether.  The  outlines  of  the  tubules  and  glomeruli, 
however,  are  still  quite  distinct.  The  greater  part  of  the 
infarcted  area  shows  coagulation  necrosis  without  any  sign  of 
reaction,  except  in  certain  places  where  there  is  very  marked 
infiltration  by  polymorphonuclear  leucocytes.  In  the  necrosed 
area  a  short  distance  from  the  surface  of  the  kidney  there  is  a 
more  or  less  distinct  zone  of  leucocytic  infiltration.  This 
infiltration  while  not  very  dense  is  found  in  the  interstitial 
tissue  around  the  tubules  and  glomeruli,  and  only  rarely  are 
any  polymorphs  present  within  the  tubules.  Patches  of 
similar  infiltration  are  also  present  in  the  deeper  parts  of  the 
necrotic  area  bordering  on  the  healthy  tissue,  and  occasionally 
patches  are  found  superficially  in  the  medullary  part.  There 
are  none  in  the  deeper  parts  of  the  medulla.  In  those  places 
in  the  infarcted  area  where  the  leucocytic  infiltration  is  most 
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dense  the  renal  tissue  is  seen  to  be  reduced  to  a  granular 
matrix,  the  outlines  of  the  tubules  having  completely  dis- 
appeared and  many  of  the  leucocytes  also  being  degenerate. 

In  the  marginal  zone  there  is  much  congestion  and  some 
hsemorrhage.  Many  of  the  glomeruli  are  gorged  with  blood. 
As  observed  by  the  naked  eye,  strands  of  congestion  can  be 
traced  at  intervals  passing  to  the  surface,  where  they  form 
patches  of  congestion  under  the  capsule. 

All  the  cortical  blood-vessels  are  occupied  by  dense  firm 
amorphous  thrombi.  The  thrombosis  affects  both  arteries  and 
veins,  and  is  practically  coextensive  with  the  infarcted  zone. 
It  does  not  extend  beyond  the  marginal  zone  nor  into  the 
medulla,  and  the  vascular  arches  are  quite  free.  The  walls  and 
contents  of  the  thinner  thrombosed  vessels  are  completely 
necrosed,  whereas  the  walls  of  the  thicker  are  partially  so.  A 
slight  infiltration  l:)y  polymorphonuclear  leucocytes  is  seen  in  the 
walls  of  some  of  the  latter,  but  around  them  there  is  fairly  intense 
leucocytic  reaction,  and  in  some  places  hfeniorrhagic  extra- 
vasation also.  The  thrombosed  portions  of  the  vessels  are 
much  dilated.  The  thrombi  in  the  greater  part  of  their  extent 
are  dense  and  of  the  white  amorphous  type,  but  at  their 
proximal  ends  they  show  a  mixed  character. 

Case  II.,  Mrs  A. — The  body  is  well-developed  and  well- 
nourished.  There  is  slight  general  anasarca.  The  face  has  a 
slightly  jaundiced  appearance. 

Head. — Brain  and  membranes  are  healthy. 

Tlwrax. — There  is  an  excess  of  .serous  fluid  in  the  peri- 
cardial sac. 

Heart. — Slightly  fatty  and  rather  soft,  but  no  valvular 
lesions  are  present.  There  are  agonal  tliroml)i  in  right  auricle 
and  right  ventricle  extending  into  the  pulmonary  artery,  and 
also  lying  in  the  commencement  of  the  aorta. 

Lungs. — There  is  a   small  quantity  of  clear  fluid  in  each 


Fig.  1. — Micro-photograph  (x  90)  of.  liver  from  Case  2.  (2i  days' 
suppression  of  urine.)  Showing  "focal  necrosis."  The  focus 
is  situated  at  the  ])eriphcry  of  the  lobules,  and  in  it  the  liver 
cells  are  granular  and  stain  less  deeply  ihan  normal.  The 
nuclei  also  show  loss  of  staining,  and  in  the  centre  of  the  focus 
even  tlie  outlines  of  the  cells  are  obscured. 


Fig.  2.— Kidney  from  Case  2.  (2h  days'  suppression  of  urine.)  Showing  more  or  less 
uniform  necrosis  of  the  outer  two-thirds  of  the  cortex  separated  from  the  Hving 
inner  third  by  a  hsemorrhagic  zone.  At  intervals  from  this  zone  of  congestion 
numerous  strands  of  congestion  pass  out  to  the  surfiice.  The  necrosed  area 
also  involves  the  inter-pyramidal  cortex.  Both  kidneys  presented  similar 
characteristics. 

Fig.  3.— Kidney  from  Case  3.  (l{,-2  days'  complete  suppression  of  urine.)  The  cortex 
IS  extensively  mottled  with'  reddish  and  yellow  areas,  the  red  areas  apparently 
being  due  to  congestion  and  haemorrhage,  while  many  of  the  yellow  areas  seem 
like  small  aDaemic  infarcts.  The  outer  two-thirds  of  the  cortex  are  involved  as 
well  as  the  inter- pyramidal  portions.  The  surface  is  uniformly  mottled  also. 
It  is  a  symmetrical  necrosis,  both  kidneys  showing  similar  characteristics. 
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Fig.  4.— Micro-photograph  (  90)  of  kidney  from  Case  3.  (lo-ii  days' 
complete  suppression  of  urine.)  Showing  necrotic  patch  in 
the  outer  two-thirds  of  the  cortex.  Within  the  patch  all  the 
structures  are  in  a  more  or  less  necrotic  state.  There  is  wide- 
spread degeneration  of  the  tubular  epithelium  with  loss  of 
nuclear  staining,  although  the  outlines  of  the  tubules  are  still 
visible.  A  necrotic  glomerulus,  a  congested  and  partly  necrotic 
one,  and  a  healthy  glomerulus  are  seen. 


[Between  pp.  168-69. 
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pleural  sac  and  a  few  old  adhesions  over  right  king.  Both 
lungs  show  marked  oedema. 

Abdomen. — Contains  a  considerable  quantity  of  clear  fluid. 

The  Liver  weighs  54.y  ozs. :  it  is  fatty,  and  shows  throughout 
a  number  of  pale  areas,  each  about  the  size  of  a  pea.  A  few  of 
these  show  minute  hemorrhagic  streaks  in  them.  On  micro- 
scopie  examination  these  areas  are  seen  to  be  duo  to  necrosis  of 
liver  cells  in  foci  situated  at  the  periphery  of  the  lobules  in 
the  portal  regions  (Fig.  1).  In  these  foci  the  liver  cells  are 
granular,  and  stain  less  deeply  than  Jiormal.  The  nuclei  also- 
show  loss  of  staining,  and  in  the  centre  of  the  foci  even  the 
outlines  of  the  cells  are  obscured.  The  haemorrhagic  streaks 
seen  in  some  are  due  to  capillary  congestion,  but  there  is  no 
thrombosis.  There  are  also  a  great  many  more  similar  foci  of 
necrosis  throughout  the  liver,  but  they  are  microscopic  in  size. 
No  leucocytes  are  present  in  these  necrotic  foci. 

Bitcstine. — The  duodenum  and  upper  two-thirds  of  the 
jejunum  show  a  number  of  petechial  hoemorrhagic  spots  in  the 
submucosa,  more  numerous  towards  the  upper  end  of  the 
bowel.  On  microscopic  examination  these  are  seen  to  be  greatly 
dilated  thrombosed  vessels  in  the  submucosa.  The  thrombus 
consists  of  red-blood  corpuscles  and  fibrin,  and  is  evidently  of 
recent  formation.  In  places  tlie  mucous  membrane  in  the 
immediate  neighbourhood  appears  necrotic.  The  bowel  other- 
wise and  the  stomach  are  healthy. 

The  Spleen  is  somewhat  enlarged  and  its  pulp  soft,  but  with 
the  exception  of  the  kidneys  the  other  abdominal  organs  are 
healthy. 

Kidneys. — The  kidneys  in  this  case  are  about  normal  in 
size,  the  right  weighs  7  ozs.,  and  the  left  5  ozs.,  and  both 
show  similar  characteristics.  The  capsules  are  non-adherent, 
and  the  surfaces  smooth.  The  surfaces  generally  are  opaque, 
and  pale  yellowish  in  colour,  but  they  appear  to  be  less  pale 
than  in  the  first  case.     They  are  mottled  all  over  with  small 
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reddish  hsemorrhagic  areas,  which  are  more  numerous  and  a 
trifle  larger  than  those  seen  in  the  first  case,  and  show 
apparently  a  greater  degree  of  congestion.  On  section  the 
relative  thickness  of  cortex  and  medulla  is  about  normal.  (See 
Coloured  Illustration,  Fig.  2.)  The  outer  two-thirds  of  the 
cortex  is  well  demarcated  off  from  the  inner  third  by  a  distinct 
hsemorrhagic  zone,  and  from  this  latter  strands  of  congestion 
pass  outwards  to  the  surface.  These  haemorrhagic  strands  are 
much  more  numerous  than  in  the  kidney  from  the  first  case, 
and  in  places  give  to  the  cut  surface  of  the  cortex  a  distinctly 
mottled  appearance.  Between  the  areas  of  congestion  the 
outer  two-thirds  of  the  cortex  is  pale  yellowish  in  colour,  and 
apparently  completely  necrosed,  and  the  inner  third  appears  to 
be  living  tissue.  As  in  the  first  case,  the  necrosed  area  extends 
into  the  interpyramidal  portion,  being  everywhere  bounded 
internally  by  the  hsemorrhagic  zone,  with  the  layer  of  appar- 
ently living  cortex  still  deeper.  The  interpyramidal  portion 
of  necrosed  cortex  is  also  interrupted  by  strands  of  congestion 
more  numerous  than  in  the  first  case.  There  is  apparently  no 
passage  of  living  tissue  from  the  medulla  to  the  surface. 

The  renal  arteries  are  not  apparently  thickened  nor  throm- 
bosed, and  the  pelves  and  ureters  are  normal. 

Microscopical  examination. — Sections  were  prepared  from 
several  portions  of  the  kidney  and  mounted  in  short  series. 
As  in  the  previous  case,  the  broad  layer  of  necrosis  is  fairly 
regular  in  thickness,  and  while  its  extent  is  probably  some- 
what greater  than  appeared  to  the  naked  eye,  there  is 
Cjuite  a  distinct  zone  of  living  cortical  tissue  next  the 
medulla,  which  at  intervals  projects  outwards  a  short  distance. 
At  the  surface  immediately  under  the  capsule  there  is 
also  an  extremely  narrow  layer  of  living  cortex  which,  as 
before,  is  not  quite  uniform,  showing  wedge-shaped  areas 
dipping  down  into  the  cortex.  In  these  wedge-shaped  areas 
the    parenchymatous    elements    are    not    separated    by    any 
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a3dematous-lik6  condition  of  the  supporting  stroma,  as  seen  in 
the  first  case. 

The  kidney  in  the  present  case  also  appears  to  have  been 
quite  healthy,  there  being  no  excess  of  interstitial  tissue  and 
no  sclerosis  of  glomeruli  or  arteries.  In  the  infarcted  area  all 
the  structures  are  in  a  more  or  less  necrotic  state.  The 
outlines  of  the  tubules  are  still  distinct,  but  tliere  is  widespread 
degeneration  of  their  epithelium,  which  is  granular  and  broken- 
down,  and  shows  loss  of  nuclear  staining.  Occasionally  tubules 
are  seen  in  which  the  nuclear  staining  is  well-preserved,  the 
cells  themselves  being  granular,  with  some  fraying  of  their 
margins,  and  partly  desquamated.  Although  the  degeneration 
of  the  tubular  epithelium  on  the  whole  is  considerable,  it 
appears  to  be  less  advanced  than  in  the  first  case.  A  greater 
difference,  however,  is  evident  in  the  glomeruli.  Here  the 
degenerative  changes  are  distinctly  less  advanced.  In  the  first 
case,  the  nuclear  staining  in  the  great  majority  of  the  glomeruli 
was  almost  completely  lost,  but  in  the  present  case  nuclear 
staining  is  quite  distinct  in  most,  although  the  cell-bodies  are 
swollen  and  granular,  with  loss  of  outline,  and  some  of  them 
vacuolated.  In  the  necrosed  area,  a  short  distance  from  the 
surface,  and  again  in  its  deeper  parts,  there  are  a  few  scattered 
patches  of  polymorphonuclear  leucocytes  infiltrating  between 
some  of  the  tubules,  but  they  are  exceedingly  scanty,  and  by  no 
means  so  evident  as  in  the  first  case. 

In  the  marginal  zone  there  is  congestion  with  occasional 
haemorrhage,  and  many  of  the  glomeruli  are  gorged  with  blood. 
Similar  areas  of  congestion  are  present  at  the  surface,  and 
occasional  strands  of  congestion  are  seen  passing  through  the 
cortex.  The  areas  of  congestion  in  the  marginal  zone  are  not 
so  large  as  those  in  the  first  case. 

The  cortical  blood-vessels  show  a  similar  condition  to  that 
present  in  the  previous  case ;  they  are  dilated,  and  filled  with 
dense  firm  amorphous  thrombi  which    do  not  extend    beyond 
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the  uecrotic  margin.  The  thrombosis,  however,  is  less  wide- 
spread, as  many  of  the  capillaries  and  minute  arterioles  can  he 
seen  engorged  with  blood  and  free  from  thrombosis.  These 
congested  capillaries  can  in  many  cases  be  traced  into  the 
engorged  glomeruli.  As  in  the  previous  case,  the  walls  and 
contents  of  the  thinner  thrombosed  vessels  are  necrosed,  and 
the  walls  of  the  thicker  partially  so.  A  very  slight  infiltration 
by  polymorphonuclear  leucocytes  is  frequently  seen  around  the 
latter. 

Case  III.,  Mrs  C. — Theliody  is  that  of  a  well-developed  and 
well-nourished  young  woman.    Tliere  is  slight  oedema  of  the  feet. 

Thorax.— The  pericardium  is  healthy ;  the  heart  and  its 
valves  are  healthy,  and  no  thrombi  are  present.  The  lungs 
show  oedema  only. 

Ahdomcn. — Contains  about  2  pints  of  clear  fluid. 

All  the  abdominal  organs  except  the  liver  and  kidneys  are 
healthy. 

The  large  Ijowel  is  filled  with  dark  greenish  (bile-stained)- 
fseces. 

The  Liver  weighs  50  ozs.  It  shows  diffuse  fatty  infiltration 
with  slight  icteric  pigmentation.  The  right  lobe  is  covered 
with  rather  purplish-coloured  small  patches  suggestive  of 
dilated  veins.  These  are  situated  beneath  the  capsule,  and  are 
rather  depressed,  but  also  occur  in  the  substance  of  this  lobe. 
On  microscopic  examination  these  purplish  areas  are  seen  to  be 
composed  of  greatly  congested  capillaries  in  the  midst  of  groups 
of  necrotic  liver  cells.  The  liver  cells  in  these  areas  apparently 
undergo  swelling  and  vacuolation,  becoming  much  enlarged  and 
foam-like,  with  loss  of  nuclear  staining,  eventually  becoming- 
more  or  less  shrivelled,  only  the  outlines  and  some  stroma  being 
visible.  There  is  no  infiltration  by  leucocytes  in  these  necrotic 
foci  which  are  situated  in  the  portal  areas.  The  cells  in  the 
neighbourhood  of  the  majority  of  the  portal  tracts  show  some 
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-degree  of  degeneration,  becoming  swollen,  vacuolated  anil  granu- 
lar, with  loss  of  nuclear  staining.     No  thrombosis  is  visil:)le. 

Kidneys. — Both  kidneys  show  similar  characteristics ;  the 
left  weighs  7^-  ozs.  and  the  right  8^  ozs.  The  capsules  are  non- 
adherent, and  the  surfaces  of  the  kidneys  are  roughly  granular 
all  over.  This  irregularity  of  the  surface  is  seen  to  be  due  to 
numerous  opaque  yellowish  prominences  and  darker  red 
hoemorrhagic  depressions.  The  surfaces  have  in  consequence 
a  uniformly  mottled  appearance  all  over,  which  gives  them  a 
much  more  striking  appearance  than  the  kidneys  from  either  of 
the  two  preceding  cases.  On  section  the  cortex  in  both  looks  a 
little  thicker  than  normal  (see  Coloured  Illustration,  Fig.  3); 
it  is  extensively  mottled  with  reddish  and  yellow  areas,  the 
red  areas  apparently  being  due  to  congestion  and  haemorrhage, 
while  many  of  the  yellow  areas  seem  like  small  anaemic 
infarcts.  The  mottled  part  does  not  include  the  whole  cortex 
but  only  the  outer  two-thirds,  the  inner  third  appearing  as  a 
fairly  regular  yellowish  zone  throughout.  The  mottled  necrosed 
tissue  extends  into  the  interpyramidal  cortex,  and  is  also 
bounded  internally  by  the  zone  of  apparently  living  cortex. 
Only  a  suggestion  of  a  distinct  hsemorrhagic  zone  between 
the  inner  third  and  the  outer  two-thirds  of  the  cortex  can  lie 
discerned.  The  arterise  rectse  are  congested.  The  renal  arteries 
are  not  apparently  thickened  nor  thrombosed,  and  the  pelves 
and  ureters  are  normal. 

Microscopical  examination. — Sections  were  prepared  from 
several  portions  of  the  kidney  and  mounted  in  short  series.  As 
before,  there  is  a  fairly  regular  zone  of  living  cortical  tissue  next 
the  medulla,  which  is  broader  and  more  easily  followed  than  in 
the  two  preceding  cases,  and  frequently  passes  outwards  in 
accordance  with  the  patchy  nature  of  the  necrosis.  The  outer 
two-thirds  of  the  cortex  is  everywhere  interrupted  by  patches 
of  necrosis  of  varying  size  (Fig.  4).  Within  these  patches  all 
the  structures  are  in  a  more  or  less  necrotic  state;  there  is 
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wide-.spread  degeneration  of  the  tubular  epithelium,  with  loss  of 
nuclear  staining,  although  the  outlines  of  the  tubules  are  still 
visible.  Around  these  areas  there  is  intense  congestion ;  some- 
times dilated  and  intensely  congested  capillaries  pass  inwards 
for  some  distance  into  the  patches,  and  occasionally  there  is 
some  haemorrhage.  In  places  there  is  slight  polymorphonuclear 
leucocytic  infiltration  between  the  tubules  at  the  periphery  of 
the  patches. 

The  changes  in  the  glomeruli  vary  with  their  position. 
When  present  in  the  middle  of  the  necrotic  patches  they  are 
then  completely  necrosed,  being  only  recognisable  by  their  faint 
outlines.  When  seen  at  the  margins  of  the  patches,  they  are 
then  usually  partly  necrotic  and  congested;  when  in  the 
immediate  neighbourhood,  they  are  often  seen  simply  gorged 
with  blood.     Away  from  the  patches  they  appear  quite  healthy. 

Thrombosis  of  the  cortical  blood-vessels  in  this  case  is 
conspicuous  by  its  extreme  infrequency.  In  a  few  of  the 
necrotic  areas  capillaries  are  found  occupied  by  amorphous 
thrombi,  and  then  their  walls  also  are  rather  obscured  by 
necrosis,  but  only  rarely  are  any  of  the  minutest  arterioles 
found  thrombosed.  This  forms  a  striking  contrast  to  the  two  pre  - 
ceding  cases,  in  which  thrombosis  was  conspicuous,  and  extended 
into  almost  all  the  cortical  vessels  above  the  vascular  arches. 

The  kidneys  otherwise  appear  to  have  been  fairly  healthy. 
There  is  apparently  a  marked  cloudy  swelling  of  the  tubular 
epithelium,  but  no  excess  of  interstitial  tissue  and  no  sclerosis 
of  glomeruli  or  arteries. 

Summary  and  Commentary  hy  Dr  Kennedy. 

Case  I.,  Mrs  F. — 4§  days'  suppression  of  urine. 
Case  II.,  Mrs  A. — 2|  days'  suppression  of  urine. 
Case  III.,  Mrs  C. — 1|  to  2  days'  suppression  of  urine. 
The  kidneys,  which  appeared  to  have  been  healthy  organs, 
are  in  each  case  the  seat  of  symmetrical  necroses  of  the  cortex. 
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The  necrosis  is  more  or  less  limited  to  the  outer  two-thirds 
of  the  cortex,  and  in  degree  it  corresponds  in  each  case  with 
the  duration  of  the  suppression  of  m-ine.  In  the  two  older 
cases  the  necrosis  is  more  or  less  uniform,  and  separated  from 
the  living  inner  third  of  the  cortex  by  a  haemorrhagic  zone,  and 
is  more  advanced  in  the  older  case.  There  is  extensive  throm- 
bosis of  the  cortical  blood-vessels,  which  does  not  extend 
beyond  the  margin  of  the  necrotic  area,  and  does  not  involve 
the  vascular  arches,  and  which  is  more  widespread  in  the  oldest 
case.  In  the  earliest  case  the  necrosis  is  of  a  very  patchy 
character,  and  in  the  neighbourhood  of  the  patches  there  is 
intense  congestion.  Thrombosis  of  the  cortical  blood-vessels  in 
this  case  is  conspicuous  by  its  extreme  infrequency;  in  some 
of  the  necrotic  areas  thrombosed  capillaries  are  found,  but  only 
rarely  are  any  of  the  minutest  arterioles  thrombosed. 

The  question  now  arises,  How  are  we  going  to  account  for 
these  changes  ?  Is  the  thrombosis  primary,  and  the  cell- 
degeneration  secondary  ?  Or  is  the  cell-degeneration  primary, 
and  the  thrombosis  consequent  on  the  autolytic  products  of  the 
cells,  or  are  both  dependent  on  the  same  agency  ? 

The  answering  of  these  questions  is  by  no  means  a  simple 
matter,  and  it  might  almost  lead  to  a  discussion  on  the  etiology 
of  eclampsia  in  general. 

Two  similar  cases  of  this  condition,  with  suppression  of 
urine  of  five  and  a  half  days  and  eight  days  respectively,  have 
previously  been  reported  by  Prof.  Jardine  and  Prof.  Teacher. 
In  one  there  were  symptoms  of  Raynaud's  disease,  and  Prof. 
Teacher  holds  the  opinion  that  the  symmetrical  necrosis  of  the 
renal  cortex  is  dependent  upon  spasm  of  the  smaller  renal 
arteries,  with  consequent  thrombosis  and  ansen}ic  infarction. 
He  bases  this  opinion  chiefly  on :  (1st)  the  association  of 
Raynaud's  phenomena  in  one  case ;  (2nd)  the  symmetrical 
distribution  of  the  necrosis;  and  (3rd)  the  distribution  of  the 
thrombosis  in  the  renal  arteries,  viz.,  in  the  cortical  branches 
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from  a  point  frequently  just  beyond  their  origin  from  the 
arterial  arches,  and  the  microscopic  and  macroscopic  characters 
of  the  lesion,  which  are  those  of  annemic  infarction. 

As  regards  the  first  point,  we  have  now  seen  six  cases,  and 
it  is  only  in  the  one  that  there  was  any  suggestion  of  Eaynaud's 
condition.  This  in  itself  casts  doubt  upon  the  association  of 
the  two  conditions.  As  regards  the  symmetrical  distribution 
of  the  necrosis,  we  know  that  when  the  cause  is  general,  e.r/., 
nephritis,  the  kidneys  usually  suffer  together  in  their  morbid 
changes.  Eegarding  the  third  point,  this  may  be  answered  by 
reference  to  the  third  of  our  present  cases.  In  the  two  older 
■of  our  present  cases,  the  extent  of  the  thrombosis  approaches 
somewhat  that  seen  in  the  two  cases  previously  published ;  but 
in  our  tJiiorl  case,  where  the  condition  is  very  early,  the  throm- 
bosis is  chiefly  in  the  capillaries  and  the  smallest  arterioles  iu 
the  immediate  vicinity  of  the  necrotic  patches. 

In  every  case  the  thrombosis  is  always  found  in  the  neigh- 
bourhood of  the  necrotic  tissue. 

We  do  not  think  it  can  be  denied  that  the  cases  are  all  of 
the  same  nature,  only  showing  different  stages  of  development ; 
and  it  seems  to  me  that  the  thrombosis  in  the  later  cases  is  but 
an  extension  of  the  thrombosis  in  the  capillaries  and  smallest 
arterioles. 

If,  then,  the  thrombosis  starts  in  the  finest  branches,  what 
starts  it  ? 

An  almost  constant  feature  of  fatal  cases  of  eclampsia  is 
focal  necrosis  in  various  organs  of  the  body,  but  chiefly  in  the 
liver,  and  these  are  frequently  associated  with  capillary  throm- 
bosis. In  our  three  cases  at  present  under  discussion,  to  the 
naked  eye  there  appeared  to  be  focal  necrosis  in  the  livers,  and 
this  was  confirmed  microscopically  in  two.  Capillary  throm- 
bosis, however,  was  not  apparent,  and,  in  fact,  in  one — the 
earliest  case — there  was  great  dilatation  and  congestion  of 
capillaries  in  the  foci. 
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I  am  inclined  to  the  view  that  the  cause  of  the  necrosis 
in  the  kidneys  is  the  same  as  that  which  causes  necrosis  in  the 
liver,  and  that  the  thrombosis  in  the  smaller  cortical  renal 
arteries  is  secondary  to  the  necrosis  of  the  renal  cells.  What, 
then,  initiates  the  necrosis?  I  fear  we  must  fall  back  upon 
the  explanation  that  it  is  the  deleterious  influences  on  the  cells 
of  the  eclamptic  toxin,  whatever  it  may  really  be. 


The  President  said  the  Society  was  greatly  indebted  to 
Drs  Jardine  and  Kennedy  for  their  courtesy  in  coming  from 
Glasgow  and  giving  them  such  an  extremely  interesting  paper ; 
both  the  clinical  and  pathological  features  of  the  cases  were 
most  carefully  described. 

Professor  Lorrain  Smith  was  very  glad  indeed  to  have  the 
opportunity  of  hearing  the  very  careful  account  of  these  three 
cases.  The  first  thing  that  impressed  him  was  the  fact  that 
Dr  Jardine  had  succeeded  in  getting  so  many  cases.  The 
subject  of  eclampsia  is,  of  course,  always  present,  and  the 
interest  of  its  pathology  is  always  present.  The  great  difficulty 
was  to  get  cases,  these  cases  so  abundantly  survive.  Perhaps 
he  might  ask  Dr  Kennedy  a  question  or  two  about  the  point 
he  raised  regarding  the  necrosis  of  the  kidney  cells  by  the 
toxin. 

( To  Dr  Kennedy). — How  do  you  regard  the  distribution  of 
the  necrosis  ?  How  would  the  toxin  of  the  eclampsia  attack 
the  kidney  cells  ?  There  seemed  to  be  a  rough  distribution  of 
the  necrosis,  would  it  be  a  selection  ? 

Dr  Kennedy. — On  the  cortical  parenchyma. 

Prof.  Smith. — It  would  be  a  selection  ? 

Dr  Kennedy. — It  would  act  primarily  upon  the  specialised 
epithelium. 

Prof.  Smith. — Do  you  think  the  inner  third  would  escape  ? 

M 
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Dr  Kennedy. — It  starts  towards  the  periphery  as  patches 
and  extends. 

Prof.  Smith. — Do  you  think  that  these  patches  are  deter- 
mined by  a  blood  distribution  or  by  a  glomerulous  ? 

Dr  Kennedy. — ^By  the  blood. 

Prof.  Smith. — I  had  not  time  to  study  them,  but  I  could 
not  make  it  out  in  the  sections.  That  would  be  a  point  of  very 
great  importance  in  studying  the  pathology  of  the  case. 

I  was  sorry  that  you  only  described  intestinal  changes  in 
one  of  the  cases. 

Dr  Kennedy. — That  is  the  only  one  that  showed  anything 
to  the  naked  eye. 

Prof.  Smith. — That  is  exceedingly  important.  The  disease 
has  generally  been  classified  as  an  auto-intoxication,  and  the 
origin  of  the  eclamptic  toxin  has  been  ascribed  to  the  kidney 
and  placenta ;  he  had  not  seen  it  ascribed  to  the  intestine,  and 
was  extremely  interested  in  hearing  the  direct  evidence  pointing 
to  it. 

Dr  Kennedy. — That  was  the  only  case  that  showed  anything 
pathological  as  well  as  clinical ;  there  was  blood  in  the  stools. 
The  post  mortoms  were  very  carefully  made,  except  in  one  case, 
where  permission  was  limited  to  the  abdomen. 

Prof.  Smith  thought  that  most  of  the  cases  did  not  show  a 
sufficient  investigation  into  the  urine,  and  the  putrefactive  and 
intestinal  changes  generally,  and  that  should  be  kept  in  mind. 

Have  you  done  the  histology  of  the  lung  ? 

Dr  Kennedy. — No.  There  was  nothing  visible  to  the 
naked  eye. 

Prof.  Smith. — Of  course  there  are  various  minute  changes 
in  the  lung.  It  is  the  distribution  of  this  capillary  or  other 
thrombosis   throughout   the   body  which   makes   one  a   little 
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sceptical  about  the  attack  on  the  kidney  epithelium,  because 
many  cases  are  described  where  this  is  so  widespread  that  one 
thinks  of  something  acting  in  the  blood. 

Is  it  not  the  case  that  you  get  more  constant  changes  in 
the  liver  than  in  the  kidney  ? 

Dr  Kennechj. — Yes. 

l^i'of.  Smith. — That  suggests  that  one  should  regard  the 
eclamptic  poison  as  in  the  blood. 

Dr  Kennedy. — I  believe  it  is  in  the  blood  and  exerts  its 
effect  upon  the  highly  developed  cells,  as  those  of  the  liver, 
kidney,  intestine,  and  that  the  thrombosis  is  a  secondary  result. 

Prof.  Smith  said  it  was  an  extremely  difficult  question. 

Dr  Berry  Hart  congratulated  Professor  Lorrain  Smith  on 
the  way  in  which  he  set  posers,  it  suggested  Professor 
Greenfield. 

The  first  thing  that  struck  one  was  that  they  had  heard  an 
admirable  record,  both  pathological  and  clinical.  Dr  Jardine 
drew  attention  to  some  points,  the  chief  of  which  was  that  his 
cases  did  not  take  many  fits.  Then  there  was  the  suppression 
of  the  urine  for  from  four  and  a  half  to  one  and  a  half  days. 
If  one  examines  a  very  bad  case  and  there  is  no  fit,  that  may 
be  due  to  the  fact  that  the  brain  does  not  respond  to  the 
toxin,  just  as  in  some  septic  cases  one  does  not  get  a  rise  of 
temperature. 

Dr  Gordon  of  Portland  Maine  recorded  some  very  interest- 
ing cases,  in  one  of  which  a  tumour  was  found  in  the  abdomen. 
The  abdomen  was  opened  and  the  tumour  removed.  When 
the  specimen  was  shown  to  the  pathologist  he  remarked,  "  an 
interesting  specimen  of  horse-shoe  kidney."  In  these  cases  the 
patients  lived  at  least  eleven  days. 

This  paper  was  exceedingly  interesting,  because  the  changes 
in  the  kidney  which  had  been  described  had  not  been  so  clearly 
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noted  before.     They  have  been  said  to  be  due  to  a  catarrhal 
condition. 

"With  Prof.  Smith  he  was  inclined  to  think  that  there  is 
some  change  in  the  blood,  and  the  effect  of  the  toxin  is  to  act 
on  the  kidney ;  and  Dr  Kennedy  was  probably  right  in  thinking 
that  the  change  is  much  the  same  in  the  kidney  as  in  the 
liver ;  the  question  is,  what  is  that  change  ?  The  point  is 
whether  any  light  would  be  thrown  on  it  by  examination  of 
the  blood  on  the  lines  laid  down  in  immunity  work.  Dr  Leith 
Murray  and  others  have  been  working  at  it,  and  they  have 
found  several  toxins.  Our  present  point  is  that  it  depends 
upon  some  toxins  in  the  blood  which  act  on  the  liver  and 
kidney  producing  necrosis,  and  also  on  the  cortex  cerebii. 

{To  Dr  Kennedy). — In  the  liver  did  you  find  the  necrosis 
peripheral  ? 

Dr  Kennedy. — Yes. 

Dr  Berry  Hart. — In  eclampsia  it  is  peripheral  in  the  lobule  ; 
in  hyperemesis,  rather  central ;  in  acute  yellow  atrophy  the 
effect  of  the  poison  is  to  dissolve  the  whole  cells  altogether. 
It  was  a  difficult  question,  and  they  really  required  more  light 
on  the  subject.  They  must,  however,  congratulate  Drs  Jardine 
and  Kennedy  on  their  paper. 

Dr  Barhour  did  not  think  he  had  anything  more  to  add. 
He  thanked  Dr  Jardine  and  Dr  Kennedy  for  coming  from 
Glasgow  and  bringing  all  these  specimens  with  them ;  it  was 
a  great  satisfaction  to  the  Society.  It  struck  him,  too,  that 
Dr  Jardine  had  been  extremely  fortunate  in  getting  these  cases. 
Why  is  it  that  the  toxin  should  select  certain  organs  and 
certain  parts  of  organs,  and  why  is  there  a  special  distribution 
of  the  toxin?  It  is  an  extremely  interesting  subject;  at  the 
same  time  it  must  be  remembered  that  these  specimens  only 
cover  a  very  small  proportion  of  cases  of  eclampsia. 
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Dr  Oliphant  Nicholson  was  very  much  interested  in  the 
paper,  which  certainly  suggested  what  an  important  matter  it 
was  to  understand  more  clearly  the  mechanism  which  was 
concerned  in  the  development  of  the  one  essential  clinical 
symptom  in  eclampsia,  namely,  the  complete  or  nearly  complete 
suppression  of  urine.  He  had  tried  to  study  eclampsia  in  what 
might  be  called  its  physiological  aspect,  and  he  had  on  many 
occasions  drawn  attention  to  several  very  striking  clinical 
features  in  the  disease,  which,  if  correctly  interpreted,  seemed 
to  shed  light  upon  the  mechanism  leading  up  to  the  arrest  of 
the  secretion  of  urine.  The  main  clinical  feature  in  connection 
with  the  renal  secretion  in  eclampsia,  which  could  not  fail  to 
arrest  one's  attention,  was  that  in  spite  of  the  raised  blood- 
pressure  the  quantity  of  urine  steadily  diminished.  The  higher 
the  blood-pressure  the  lower  the  urinary  secretion;  when  the 
pressure  was  at  its  highest  the  secretion  of  urine  was  at  its 
lowest.  Far  too  little  notice  had  been  taken  of  that  highly 
significant  clinical  symptom,  which  was  difficult  to  reconcile 
with  one's  physiological  ideas  regarding  the  relation  between 
blood-pressure  and  the  secretion  of  urine.  In  normal  conditions 
a  high  blood-pressure  led  to  an  increased  flow  of  blood  through 
the  kidney,  and  therefore  a  more  copious  secretion  of  urine. 
Then,  why,  in  eclampsia,  did  the  secretion  of  urine  become 
arrested  when  the  blood-pressure  was  abnormally  high  ?  To 
answer  this  question  two  essential  physiological  points  must 
be  borne  in  mind,  firstly,  that  urine  was  only  secreted  when 
there  was  a  steady  flow  of  blood  through  the  kidney;  and, 
secondly,  that  the  amount  of  urine  secreted  was  determined 
entirely  by  the  height  of  the  blood-pressure  in  the  glomeruli  of 
the  kidney.  The  height  of  the  systemic  blood-pressure,  as  a 
single  factor,  was  of  no  account  at  all. 

The  eclamptic  poison  was  a  powerful  vaso-constricting 
substance,  which  acted  upon  all  the  small  arteries  and  arterioles 
throughout  the  body.     The  smaller  branches  of  the  renal  artery 
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ultimately  became  so  tightly  constricted  as  to  arrest  the  flow  of 
blood  through  the  kidney.  Then  the  pressure  in  the  glomeruli 
fell  to  a  very  low  level  and  urine  could  not  be  secreted.  The 
condition  was  practically  equivalent  to  tying  a  ligature  round 
the  renal  artery,  and,  of  course,  the  general  blood-pressure  was 
then  enormously  high.  That  might  sound  like  a  fairy  tale,  but 
it  was  nothing  of  the  kind.  Sir  Lauder  Brunton  had  shown 
that  digitalis  and  certain  other  vaso-constricting  drugs  could 
produce  precisely  such  effects  when  given  in  poisonous  doses. 
He  (Dr  Nicholson)  believed  that  eclamptic  anuria  was  produced 
by  such  a  profound  disturbance  of  the  circulation  of  the  kidney 
as  he  had  described,  following  upon  what  amounted  to  a  more 
or  less  prolonged  closure  of  the  renal  artery.  He  thought  Dr 
Jardine's  paper  rather  supported  the  view  that  the  renal 
circulation  was  brought  to  a  standstill,  and  hence  portions  of 
the  kidney  substance  necrosed.  The  difficult  thing  to  explain 
was  why  necrosis  of  areas  of  both  kidney  and  liver  did  not 
occur  more  frequently.  He  also  believed  that  the  post-mortem 
appearances  found  in  the  kidney  could  be  ascribed  to  the 
intense  venous  congestion  following  upon  the  cutting  off  of 
the  arterial  blood  supply.  It  was  highly  probable,  too,  that 
the  eclamptic  toxin  acted  as  a  protoplasmic  poison,  and  in  that 
way  still  further  damaged  the  secreting  cells  of  the  kidney. 

Dr  Kennedy  asked  if  the  branches  of  both  the  hepatic  and 
portal  vessels  were  involved  in  the  vaso-constriction,  and  how 
one  accounted  for  the  post-mortem  appearances  in  the  liver. 

Dr  Nicholson  said  that  the  vaso-constriction  was  most 
intense  and  widespread,  and  involved  all  the  small  arteries 
throughout  the  body.  To  the  cutting  off  of  the  arterial  blood 
supply,  with  the  resulting  venous  congestion,  combined  probably 
with  a  special  action  of  the  toxin  on  the  protoplasm  of  the  cells, 
he  thought  one  could  account  for  the  post-mortem  appearances 
found  in  all  the  glandular  organs  in  most  cases  of  eclampsia. 
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Such  a  view  was  strongly  supported  by  Drummond  in  an 
interesting  paper  in  the  Journal  of  Physiology  for  190-4.  He 
described  practically  similar  changes  in  the  liver  and  kidneys 
of  rabbits  poisoned  by  the  injection  of  large  doses  of  adrenalin. 
Drummond  ascribed  these  changes  partly  to  the  intense  vascular 
disturbance,  and  partly  to  the  toxic  influence  of  adrenalin. 
With  regard  to  the  changes  in  the  liver  in  these  cases,  it  was 
significant  to  note  that  in  adrenalin  poisoning  the  necrosis  first 
affected  the  cells  in  the  centre  of  the  lobules. 

The  President  again  cordially  thanked  Drs  Jardine  and 
Kennedy  for  their  paper.  Personally  he  would  have  liked  the 
discussion  of  this  paper  postponed  for  another  meeting,  so  that 
they  might  have  the  opportunity  of  reading  it.  He  also 
thanked  Prof.  Lorrain  Smith  for  being  present  and  asking  these 
questions. 

Drs  Jardine  and  Kennedy  thanked  the  Society  in  reply. 
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Meeting  V.— Makch  12,  1913. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentleman  was  elected  an  Ordinary  Fellow 
of  the  Society :— H.  W.  Webb,  M.B.,  Ch.B.,  Eoyal  Infirmary, 
Edinburgh. 

II.  Professor  Kynoch  showed  {a)  concealed  accidental 
HiEMOREHAGE.  The  patient,  a  multipara,  the  mother  of  eight 
children,  at  the  end  of  the  ninth  month  of  pregnancy  was 
suddenly  seized  with  abdominal  pain  and  collapsed.  An 
ordinary  midwife  was  called  in  and,  to  her  credit,  she  recognised 
the  seriousness  of  the  condition ;  a  doctor  was  called  who  also 
recognised  the  serious  state  of  matters,  and  the  patient  was 
promptly  removed  to  the  Maternity  Hospital.  When  seen  by 
Professor  Kynoch  an  hour  and  a  half  after  admission  she  was 
practically  moribund,  the  pulse  was  almost  imperceptible.  The 
cervix  barely  admitted  the  finger,  and  it  was  obvious  that  there 
was  nothing  to  be  done  but  abdominal  operation.  The  patient 
died,  however,  during  the  time  they  were  preparing  and 
considering  Coesarean  section.  Post  -  mortem  examination 
showed  very  extensive  separation  of  the  placenta,  and  a  large 
mass  of  hemorrhage  between  the  uterine  wall  and  the  placenta. 
The  foetus  did  not  add  much  to  the  interest  of  the  case.  The 
specimen  shows  the  placenta  almost  entirely  detached,  and  the 
uterus  practically  full  of  blood  clot. 

(h)  TUBAL  MOLE  removed  from  a  patient  with  a  history  of 
regular  menstruation  after  the  birth  of  a  child  two  years  ago. 
The  last  menstrual  period  was  in  the  middle  of  October  and 
the  period  in  November  was  missed ;  in  the  beginning  of 
December  there  was  a  reddish  discharge,  and  right  up  till  the 
end  of  February  she  had  regular  haemorrhage  with  abdominal 
pain.     Two  tumours  were  found  in  the  pelvis,  on  the  right  side 
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there  was  an  ordinary  multilocular  ovarian  cyst,  and  on  the 
left  a  tubal  mole.  It  shows  the  very  early  embryo  corres- 
ponding in  size  to  a  three  weeks'  or  a  month's  pregnancy,  with 
a  large  amount  of  haemorrhage  round  it.  The  pregnancy 
probably  terminated  in  December  with  the  bloody  discharge, 
and  was  there  till  the  patient  was  operated  on  on  1st  March. 

III.  Dr  E.  Napier  Burnett  showed — bacterial  infection 
OF  the  chorion,  with  microscopic  slides.  This  condition 
was  one  of  some  interest  and  importance.  The  patient,  set. 
28,  had  been  married  five  years.  Menstruation  had  always 
been  regular  ;  it  started  at  the  age  of  14  and  was  heavy.  Two 
years  after  marriage  she  was  dilated  and  curetted  because 
of  menorrhagia  and  sterility,  but  without  results.  Two  years 
later  she  was  again  dilated  and  curetted,  followed  some  four 
months  afterwards  by  pregnancy.  This  second  operation  was 
done  in  Edinburgh.  During  the  first  four  months  of  pregnancy 
Dr  Burnett  saw  the  patient  at  irregular  intervals.  The  urine 
was  normal.  One  day  during  the  twentieth  week  of  pregnancy 
the  patient  complained  of  a  watery  discharge  during  the 
night ;  two  days  later  there  was  a  heavier  discharge.  N"o 
complaint  otherwise.  Foetal  movements  normal.  Discharge  of 
clear  fluid  intermittent  for  sixteen  days,  when  it  ceased  with 
labour  pains,  terminating  in  abortion.  There  was  no  liquor 
amnii  at  labour.  The  placenta  and  membranes  discharged 
spontaneously.  An  area  about  the  size  of  the  hand  was 
observed  of  a  yellowish  colour,  where  the  two  membranes  were 
adherent.  This  piece  of  membrane  was  the  first  to  be 
discharged,  and  corresponds  in  site  to  the  lower  uterine 
segment.  Convalescence  was  uninterrupted.  On  the  eighth 
day  after  delivery  the  patient  became  sick  and  vomited,  and 
the  temperature  rose.  A  surgeon  was  called  in  but  thought 
it  a  uterine  condition.  The  attack  subsided  within  twenty- 
four  hours. 
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Pathologically  the  placenta  was  normal ;  villi  well 
■developed. 

Subsequent  History. — Menstruation,  one  month  after  delivery, 
was  profuse  for  four  days ;  seen  also  four  weeks  later.  Dr 
Burnett  was  anxious  that  the  appendix  should  be  removed  before 
the  patient  again  became  pregnant ;  this  was  done  and  a  most 
remarkable  condition  found,  the  report  of  which  was  read  to 
the  meeting. 

Dr  Burnett  suggested  the  following  three  points  for 
discussion : — 

1.  The  source  of  the  watery  discharge.  Is  it  due  to 
premature  rupture  of   the  membranes  or  decidual   secretion  ? 

2.  The  source  of  the  organisms.  The  patient  was  not 
examined  vaginally  by  anyone  until  the  labour  was  in  progress. 
These  organisms  must  have  been  lying  about  the  genital  bract 
somewhere.    The  old  question  of  auto-infection  was  again  raised. 

3.  The  cause  of  the  membranes  rupturing.  The  two  most 
common  causes  during  pregnancy  are  traumatism  and  infection. 
The  problem  is,  was  the  bacterial  infection  the  primary 
cause  and  so  weakened  the  membranes  as  to  cause  them  to 
rupture ;  or  was  the  infection  an  ascending  one  from  the 
cervix  and  secondary  to  the  ruptured  membranes  ? 

Dr  Burnett  could  quite  conceive  of  a  practitioner  examining 
a  case  of  that  kind,  and  having  to  bear  the  brunt  of  probably 
a  puerperal  infection. 


The  President  said  tbey  were  very  much  indebted  to  Dr 
Burnett  for  his  interesting  specimen  and  for  propounding 
those    points. 

Dr  Barhour. — Any  suspicion  of  gonorrhceal  infection  ? 

Dr  Burnett. — Xothing  of  the  kind.  He,  however,  was  more 
interested  in  the  histology.  Dr  Stewart  Macdonald  found  a 
<liplo-bacillus. 

The  President. — What  was  the  organism  in  the  appendix? 
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Dr  Burnett. — B.  coli.  No  adhesions.  It  was  difficult  to 
connect   the   cause. 

The  President. — Did  Dr  Macdonald  suggest  any  tiling  ? 

Dr  Burnett  said  they  had  discussed  the  case  frequently. 
Dr  Burnett's  impression  was,  and  with  this  Dr  Macdonald  was 
inclined  to  agree,  that  the  infection  was  secondary.  The 
localised  site  of  the  lesion  and  the  subsequent  history  suggest 
an  ascending  condition.  On  the  other  hand,  what  was  the  cause 
of  the  rupture?  There  was  no  history  of  traumatism.  The 
patient  was  exceedingly  anxious  to  have  a  full-time  child  and 
took  great  care  of  herself.     There  was  no  hydramnios. 

Dr  Barhour  remembered  a  case  where  two  or  three  tumblers 
of  fluid  came  away  on  different  occasions.  There  was  a  cavity 
wdiich  kept  filling  up  from  thne  to  time.  Was  there  any  dis- 
charge in  this  case  before  the  patient  went  to  labour  ? 

Dr  Burnett. — No. 

Dr  Barhour. — Would  you  not  have  expected  if  it  had  been 
infective  to  have  had  discharge? 

Dr  Burnett. — That  would  have  depended  upon  the  organism. 
There  w^as  nothing  of  the  kind.  What  struck  one  was  the 
yellowish  look  about  that  patch  of  membrane. 

Dr  Barhour. — There  was  no  indication  how  far  that  was  ? 

Dr  Burnett. — It  must  have  been  far  removed  from  the 
placenta.  That  was  rather  suspicious  again  of  an  ascending 
infection. 

The  President. — The  case  is  very  interesting  as  showing  the 
possibilities. 

Dr  Burnett. — Without  using  gloves  it  might  have  been 
■disastrous. 

IV.   Dr    James     Young   showed — :\roDEL    explaining    the 

€AUSE   OF   INTERNAL  ROTATION   OF   FCETAL   HEAD,   and   illustrated 

his  explanation  by  diagrams. 
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V.  I)r  F.  W.  N.  Haultatn  showed — A  large  ovary  with 
A  VERY  LARGE  CORPUS  LUTEUM,  which  was  interesting  on 
account  of  the  case  from  which  it  was  taken.  The  specimen 
was  about  half  the  size  it  was  when  removed. 

The  patient  was  a  woman,  set.  about  24,  who  during  her 
second  pregnancy,  about  the  third  month,  began  to  complain  of 
very  severe  pain ;  indeed,  so  great  was  the  pain  during  the  last 
six  months  of  pregnancy  that  she  was  more  or  less  invalided. 
She  was  always  told  that  after  the  pregnancy  was  over  the  pain 
would  go  away.  In  spite,  however,  of  the  pregnancy  being  com- 
pleted and  a  normal  healthy  child  being  born,  the  pain  con- 
tinued in  an  exaggerated  form.  This  went  on  for  about  three 
months ;  the  pain  was  so  bad  that  she  was  confined  to  bed,  and 
unable  to  do  anything  for  herself  because  of  it.  When  Dr 
Haultain  saw  her  he  found  the  uterus  enlarged  to  the  extent 
almost  of  a  three  months'  pregnancy.  On  the  right  side  the 
ovary  Vv'as  enlarged.  Douching  and  plugging  were  recommended. 
The  patient  came  into  a  hospital  to  have  this  done,  but  after 
three  or  four  weeks  of  this  treatment  she  was  as  bad  as  before^ 
and  therefore  something  more  radical  had  to  be  done.  It  was 
decided  to  remove  the  ovary.  At  the  time  of  the  operation  the 
uterus  was  between  the  size  of  a  two  or  three  months'  preg- 
nancy. It  was  soft,  not  fibroid  at  all.  The  ovary  was  double 
the  size  it  now  is,  and  contained  a  huge  corpus  luteum. 

The  subsequent  history  of  the  case  was  still  more  iuteresting. 
Before  the  operation  the  blood  was  examined  and  showed 
5,800,000  red  corpuscles  and  19,218  whites — an  enormous  leuco- 
cytosis.  No  sign  of  inflammation  anywhere  else.  Seventy-four 
per  cent,  polymorphs,  19  per  cent,  small  mononuclears,  5  per  cent, 
large  mononuclears,  5  per  cent,  eosinophiles.  The  day  after  the 
operation  the  pain  was  gone.  Within  a  week  the  red  corpuscles 
had  fallen  to  4,875,000  and  the  whites  to  16,000.  Polymorphs 
64  per  cent.,  small  mononuclears  31  per  cent.,  eosinophiles  double 
and  the  large  mononuclears  also  became  less.     Now,  here  was 
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an  extraordinary  change  occurring.  Furthermore  on  examining 
the  patient  a  few  months  afterwards  the  uterus  had  returned  to 
its  normal  size.  The  patient  was  absolutely  well.  "Was  there 
here  a  continuance  of  the  corpus  luteum  of  jjregnancy  which 
had  not  disappeared  ?  AVas  that  the  cause  of  the  condition  ? 
Whenever  it  was  removed  there  was  recovery. 

Dr  Barbour. — How  long  was  the  operation  done  after  ? 
Br  Haultain. — Four  months. 

Dr  Barhour. — How  many  observations  of    the  blood    were 
made   before  ? 

Dr  Haultain. — One. 


VI.  PELVIC  H.EMATOCELE  FROM  RUPTURE  OF  A 
BLOOD  CYST  OF  OVARY. 

By  J.  A.  Kynoch,  M.B.,  F.R.C.S.,  Professor  of  Obstetrics  and 
Gynaecology,  University  of  St  Andrews. 

It  has  been  the  tendency  to  consider  all  hsemorrhagic  effusions 
into  the  female  pelvis  as  a  consequence  of  some  form 
of  ectopic  gestation.  Eecent  researches,  however,  hj  reliable 
observers,  have  clearly  shown  that  in  rare  cases  the  cause  of 
pelvic  hfematocele  may  be  quite  distinct  from  the  presence  of 
pregnancy.  Fritsch's  assertion  that  haBmatocele  and  the 
rupture  of  an  ectopic  pregnancy  are  synonymous,  no  longer 
holds  good. 

AVinckel  drew  attention  to  a  varicose  condition  of  the  veins 
in  the  broad  ligament  as  a  likely  cause  of  hematocele, 
especially  where  the  veins  are  thin-walled  and  prone  to  rupture 
under  increased  pressure  from  whatever  cause.  Hoering 
has  published  a  case  which  would  come  under  this  category. 
Virchow  showed  that  an  altered  condition  of  the  peritoneum 
is  an    etiological   factor — a  condition   described   by   Bandl   as 
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"  pelvic  peritonitis  hsemorrhagica."  Doubtless  forcible  attempts 
to  replace  a  fixed  retroflexed  uterus  is  a  not  infrequent  cause 
of  pelvic  hsematocele. 

More  recently  fibro-myomata  of  the  uterus  have  been 
noted  associated  with,  in  some  cases,  fatal  intra-peritoneal 
haemorrhage,  as  a  consequence  of  the  rupture  of  a  subserous 
varix.  Wallace  described  such  a  case  and  collected  others 
of  a  similar  nature. 

In  the  Archiv  fur  Gyncecologie,  vol.  Ixiv.,  Gabriel  con- 
tributes an  article  on  the  ovary  as  a  source  of  intra-peritoneal 
haemorrhage.  He  quotes  Jousset's  collection  of  28  cases,  in 
6  of  which  the  ovary  was  found,  on  post-mortem  examination, 
to  be  the  source  of  the  bleeding.  Schroeder  in  his  text-book 
refers  to  3  similar  cases,  and  Leopold  also  published  3  cases 
where  haemorrhage  into  the  stroma  of  the  ovary  produced  a 
hsematocele. 

From  a  study  of  the  reported  cases  it  would  appear  that 
the  ovary  has  been  found  to  be  the  source  of  hsematocele 
in  three  ways — 

1st.  From  the  rupture  of  a  Graafian  follicle. 

2nd.  From  an  ovarian  hematoma. 

2>rd.  From  the  rupture  of  a  hsemorrhagic  ovarian  cyst. 

Of  the  first  group  Cranwell  reports  a  case  where  there  was 
free  intra-peritoneal  haemorrhage,  arising  from  a  small  aperture 
on  the  surface  of  the  ovary,  corresponding  to  a  ruptured 
Graafian  follicle.  Similar  cases  have  been  described  by  Hulpher, 
Weinwarter,  and  Haig  Ferguson. 

Of  the  second  group — rupture  of  an  ovarian  hsematoma — 
cases  have  been  reported  by  Joyle,  Edgar,  and  Kossman. 

Most  of  the  pul)lished  cases,  however,  come  under  the 
third  group,  and  the  literature  contains  a  number  of  such  cases. 
Bander  reports  a  case  where  a  patient  was  operated  upon, 
with  all  the  signs  of  severe  internal  haemorrhage,  the  cause  of 
which  was  found  to  be  a  small  thin-walled  ruptured  cyst  of 
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the  ovary.  Similar  cases  are  published  hj  Briggs,  Donald,  and 
Lockyer.  The  latter  reports  3  cases  where  in  2  the  symptoms 
pointed  to  appendicitis,  and  in  1  to  ectopic  gestation.  In  the 
majority  of  those  cases  the  possibility  of  extra-uterine 
pregnancy  could  not  clinically  be  excluded. 

The  following  are  the  notes  of  a  case  of  pelvic  hematocele 
due  to  haemorrhage  into  and  rupture  of  a  small  ovarian  cyst. 

Mrs.  D.,  38  years  of  age  and  the  mother  of  five  children, 
enjoyed  good  health  until  the  birtb  of  her  last  child,  five  and  a 
half  years  ago.  Since  then  menstruation  had  been  irregular, 
occurring  at  intervals  of  from  three  to  six  weeks,  and  accom- 
panied by  premenstrual  j)ain,  frequently  of  a  week's  duration. 
In  the  beginning  of  September  1912  she  had  a  menstrual  period 
of  one  week's  duration,  associated  with  pain,  sickness,  and 
general  discomfort.  Menstruation  did  not  occur  again  till  the 
beginning  of  December,  although  the  usual  feelings  of  dis- 
comfort were  felt  in  October  and  November.  The  menstrual 
period  occurring  in  December  lasted  one  week,  and  a  fortnioht 
later  a  brownish  uterine  discharge  commenced  and  continued 
till  I  saw  her  on  20th  January  1913.  Between  the  20th 
December  and  the  20th  January  she  had  six  attacks  of  severe 
pelvic  pain,  described  by  the  patient  as  being  labour-like 
in  character.  On  examination  patient  looked  rather  exhausted, 
X^ulse  118,  temperature  99".  The  uterus  was  enlarged,  and 
pushed  to  the  front.  Through  the  posterior  fornix  there 
was  felt  indistinct  fullness,  and  pelvic  examination  caused 
patient  considerable  discomfort.  To  the  right  of  the  uterus 
there  was  felt  a  distinct  cystic  swelling,  the  size  of  a  lemon, 
and  there  was  a  Ijrownish  discharge  from  the  uterus.  With 
the  history  of  recurrent  pelvic  pains  during  a  period  of 
amenorrhoea,  and  associated  with  the  presence  of  a  tumour  in 
the  pelvis,  the  possibihty  of  extra-uterine  gestation  could  not 
be  excluded,  although  the  consistence  of  the  pelvic  tumour  was 
more  distinctly  cystic  than  that  generally  associated  with  a 
gravid  tube.  Further,  the  possibility  of  a  uterine  pregnancy 
associated   with   a   cystic   ovary   had    also  to    be  considered, 
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although  this  was  excluded  by  the  subsequent  history  of  the 
case.  On  26th  January  coeliotomy  was  performed.  The 
peritoneum  had  the  greenish  hue  often  found  in  intra- 
peritoneal haemorrhage.  On  opening  it  there  was  a  copious 
escape  of  blood  exactly  resembling  what  occurs  in  haemorrhage 
associated  with  a  ruptured  tubal  pregnancy.  The  left  ovary 
and  tube  were  inspected  and  both  found  to  be  normal.  The 
right  tube  was  likewise  unaltered.  The  right  ovary  was 
converted  into  a  cyst  of  a  bluish  colour,  and  at  one  part  of  the 
wall  there  was  a  blood  clot  protruding  through  a  rent  in  its 
surface.  There  was  no  evidence  of  torsion  of  the  pedicle. 
The  cyst  was  removed,  the  abdomen  irrigated  with  saline 
fluid,  a  considerable  amount  of  blood  clot  being  removed  from 
the  pouch  of  Douglas.  The  abdomen  was  closed  in  the  usual 
way.  The  brownish  uterine  discharge  disappeared  a  fortnight 
after  operation.  The  patient's  condition  is  now  satisfactory. 
Examination  of  the  cyst  showed  it  to  be  unilocular,  and 
containing  blood  clot.  Professor  Sutherland  kindly  made 
numerous  sections  of  the  ovarian  tumour,  but  could  find  no 
evidence  of  ovarian  gestation. 

The  interpretation  of  the  case  appears  to  be  a  haemorrhage 
into  an  ovarian  cyst,  from  which  there  had  been  an  escape  of 
blood  at  intervals,  and  which  was  the  source  of  the  intra- 
peritoneal haemorrhage. 

There  can  be  no  doubt  that  occasionally  severe  intra- 
peritoneal haemorrhage  may  occur  from  a  ruptured  Graafian 
follicle,  corpus  luteum  or  haemorrhagic  ovarian  cyst,  without 
there  being  any  evidence  of  pregnancy.  It  is  quite  probable, 
however,  that  some  of  the  reported  cases  may  have  been  the 
result  of  a  ruptured  ovarian  gestation  in  the  earlier  stages.  To 
prove  this,  however,  foetal  structures  must  be  detected,  and 
if  the  pregnancy  has  terminated  at  a  very  early  stage,  villi  may 
readily  escape  discovery  unless  all  blood  clot  is  most  carefully 
examined. 

From    an    experience    of     28    cases    of    intra  -  peritoneal 
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haemorrhage,  treated  by  abdominal  section,  this  is  the  only 
case  I  have  had  where  the  presence  of  pregnancy  could,  with 
certainty,  be  excluded,  and  in  bringing  these  notes  before  the 
Society  my  object  is  to  ascertain  if  other  members  have  met 
with  similar  experience. 
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Dr  Barhour  said  the  paper  was  an  extremely  interesting- 
one  on  a  very  important  subject.  In  the  early  seventies, 
hsematocele  was  thought  to  be  due  to  various  causes — extra- 
uterine gestation,  rupture  of  a  Graafian  follicle,  rupture  of  the 
broad  ligament — but  it  was  purely  theoretical.  When  Lawson 
Tait  began  to  operate  and  gave  his  results  of  extra-uterine 
gestation  the  pendulum  swung  the  other  way,  and  almost  every 
case  was  supposed  to  be  due  to  gestation.  Shortly  after  that 
he  remembered  seeing  in  Professor  Simpson's  wards  a  case 
of  hsematocele  extending  up  to  the  umbilicus.  No  abdominal 
section  was  done,  and  there  was  no  proof  beyond  the  clinical 
features  of  the  case ;  but  it  was  described  as  a  large  hsematocele 
not  due  to  extra-uterine  gestation.  The  patient  had  been 
perfectly  regular,  and  there  was  no  reason  to  suspect  pregnancy;, 
she  was  a  field-worker  and  there  was  very  profuse  menstruation 
at  the  time.  On  going  home  one  night  she  was  seized  with 
sickness,  and  fainted  several  times  in  the  course  of  the  night ; 
she  was  sent  into  hospital  the  next  day  with  a  large  tumour 
reaching  up  nearly  to  the  umbilicus.  The  whole  condition 
cleared  up,  and  when  the  patient  left  the  hospital  there  was 
absolutely  nothing  in  the  pelvis.     There  was  nothing   in  the- 
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history  to  suggest  gestation.     The  patient  did  not  admit  sexual 
intercourse. 

With  regard  to  the  question  Professor  Kynoch  asked,  Dr 
Barbour  had  no  personal  experience  of  cases  of  abdominal 
section  with  a  marked  haemorrhage  in  the  pelvis;  he  had, 
however,  seen  cases  of  hsematosalpinx.  There  was  no  reason 
to  think  that  a  dilated  tube  migrht  not  erive  rise  to  a  hsematocele. 
The  condition  was  extremely  interesting. 

Dr  Haultain  was  very  interested  indeed  in  hearing 
Professor  Kynoch's  paper ;  it  was  a  subject  which  had 
interested  him  for  some  time.  He  had  had  6  cases  where  on 
opening  the  abdomen  free  haemorrhage  was  found  without 
any  sign  whatever  of  ectopic  gestation.  Two  of  these  cases 
were  simple  regurgitation  through  the  tube  during  menstruation. 
In  one  of  these  the  girl  had  had  repeated  attacks  and  she  had 
no  vagina.  On  opening  the  abdomen  to  remove  the  uterus 
the  abdomen  was  found  to  be  very  considerably  filled  with 
blood  mixed,  in  this  instance,  with  a  considerable  amount 
of  serum. 

The  second  case  was  seen  along  with  Professor  Caird,  who 
had  been  called  upon  to  operate  on  a  case  of  appendicitis.  On 
opening  the  abdomen  it  was  filled  with  blood.  There  was 
nothing  wrong  with  the  appendix,  and  Professor  Caird  found 
that  the  blood  was  oozing  from  the  tube.  The  patient  was  a 
girl  of  18  or  19  who  was  having  her  menstrual  period. 

Other  2  cases  had  been  from  rupture  of  vessels  in  fibroids. 
In  one  of  these  Dr  Haultain  unfortunately  was  too  late  to  do 
the  patient  any  good.  She  died  during  the  operation  from 
haemorrhage.  It  was  subsequently  found  that  a  large  vein  on 
the  surface  of  the  fibroid  had  ruptured. 

The  second  case  occurred  six  weeks  or  two  months  ago. 
In  this  case  the  patient  had  had  continued  pain  for  some  three 
or  four  weeks.     She  had  a  large  fibroid  which  appeared  to  be 
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twisted,  but  on  opening  the  abdomen  the  whole  abdomen  was 
filled  with  old  blood,  and  on  the  surface  of  the  fibroid  was  a 
distinct  laceration. 

One  of  the  2  other  cases  he  had  seen  was  due  to  rupture  of 
the  broad  ligament  and  had  been  described  to  the  Society 
many  years  ago;  the  other  was  an  ovarian  haematoeele.  In 
this  instance  he  thought  he  had  met  with  an  ovarian 
pregnancy,  but  to  his  disappointment  he  could  find  no  signs  of 
fcetal  elements  in  the  blood  clot. 

Those,  so  far,  were  the  cases  he  had  met  with  of  this  rare 
condition. 

One  thing  he  could  not  understand  was  that  in  5  out  of 
these  6  cases  there  was  no  hsematocele.  There  was  absolutely 
general  effusion  of  blood  into  the  peritoneal  cavity. 

Dr  Young  referred  to  a  specimen  which  he  had  seen  in  the 
Eoyal  College  of  Physicians'  Laboratory  of  a  corpus  luteum 
which  had  ruptured  and  caused  severe  peritoneal  haemorrhage. 
It  was  sent  by  Dr  Tuke  of  Dunfermline,  and  he  was  so  much 
interested  in  it  that  he  had  got  the  history  from  Dr  Tuke. 
The  history  closely  resembled  that  of  Profesor  Kynoch's  case. 
There  was  one  period  missed.  The  girl,  unmarried,  was 
seized  with  sudden  abdominal  pain,  and  an  acute  abdominal 
crisis  was  diagnosed.  On  opening  the  abdomen  it  was  found 
to  be  full  of  blood,  which  was  issuing  from  a  small  ovarian 
cyst.  It  turned  out  to  be  a  corpus  luteum,  the  cells  of  which 
had  been  torn  through  by  blood,  with  the  result  which  the 
specimen  showed.  Most  of  the  cases  reported  have  been  of 
this  nature.  The  corpus  luteum  can  give  way  from  mechanical 
causes  and  extravasation  of  blood  result. 

The  President  thanked  Professor  Kynoch  for  his  paper  and, 
before  calling  on  him  to  reply,  said  haemorrhage  from  the 
ovary  was  a  more  frequent  thing  than  was  supposed.  He 
thought  it  accounted  for  some  cases  of  pain  during  menstruation. 
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On  opening  the  abdomen  in  some  cases  he  had  certainly  found 
a  small  amount  of  haemorrhage  which  was  associated  with 
menstruation.  Last  year  he  had  read  a  paper  on  hsemorrhage 
from  the  corpus  luteum  after  hysterectomy — it  was  published 
in  last  year's  Transactions — where  the  haemorrhage  was 
clearly  demonstrated  to  come  from  the  corpus  luteum.  The 
abdominal  cavity  was  filled  with  blood  in  that  case. 

Professor  Kynoch  in  reply  thanked  the  members  who  had 
given  their  experiences.  Dr  Barbour  had  mentioned  the 
possibility  of  a  haematosalpinx.  Of  course,  as  had  been  said, 
it  was  not  easy  to  ascertain  the  cavises  where  abdominal  section 
was  not  performed.  Some  years  ago  he  remembered  finding 
the  right  tube  distended  very  much  like  the  tubal  mole  which 
he  had  shown.  He  thanked  Dr  Haultain  for  his  very  interest- 
ing series  of  cases.  It  would  perhaps  have  been  more  correct 
if  he  (Prof.  Kynoch)  had  said  intra-peritoneal  hemorrhage 
rather  than  haematocele,  although  really  the  clot  of  blood  in 
the  pouch  of  Douglas  suggested  an  older  bleeding.  The  case 
which  Dr  Young  referred  to  probably  came  under  much  the 
same  class. 


Vir.  SOME  RARE  UTERINE  NEW  GROWTHS— SIMPLE 
PAPILLOMA  OF  CORPUS  UTERI,  PRIMARY  TUBERCLE 
OF  CERVIX,  DIFFUSE  NODULAR  FIBROSIS. 

By  F.  W.  N.  Haultain,  M.D.,  F.R.C.P. 

I  VENTURE  to  bring  before  you  shortly  a  record  of  three  uterine 
new  growths  which,  from  their  rarity,  will,  I  trust,  justify 
their  special  description: — 

Case  I. — Simple  Fajnllovia  of  Corpus  Uteri. — The  first  is 
an  example  of  diffuse  papilloma  of  the  uterine  mucosa  which 
I   met   with   in   a    patient,   set.    59,   who   gave   the   following 
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history: — She  had  one  child  at  the  age  of  30,  and  ceaseil 
menstruating  at  the  age  of  45.  Two  years  later  she  had  a 
slight  return  of  uterine  hsemorrhage  of  an  irregular  nature, 
with  intervals  usually  of  eight  to  ten  weeks,  though  occasionally 
much  less.  At  no  time  was  the  bleeding  excessive  or  alarming 
till  a  few  weeks  before  I  saw  her  in  October  last.  Still,  for 
many  years  she  had  felt  weak,  easily  tired,  and  in  poor  condition 
generally. 

On  examination  the  cervix  felt  atrophied  and  the  body  of 
the  uterus  small — cavity  2i  inches — and  movable.  As  is  my 
routine  practice  in  all  cases  of  post-climacteric  hcemorrhage, 
I  strongly  recommended  an  exploratory  curettage.  This 
revealed  the  lining  of  the  uterus  to  be  spongy,  soft,  and  fairly 
vascular,  and  the  microscopic  examination  of  the  scrapings 
showed  a  typical  simple  papillomatous  structure.  Never 
having  seen,  or  indeed  read  of,  an  exactly  similar  condition, 
and  taking  into  consideration  the  simple  nature  of  the  new 
growth,  I  confidently  expected  the  cure  of  the  bleeding. 

Instead  of  this,  however,  hsemorrhage  recurred  in  the  course 
of  a  few  weeks,  so  I  decided  to  remove  the  uterus.  On 
examination  it  showed  a  diffuse  hypertrophy  of  the  mucosa, 
with  no  tendency  to  infiltration  of  the  muscular  wall,  and 
very  slight  enlargement  of  the  organ  generally.  The 
microscope  revealed  the  same  typical  papillomatous  structure 
of  the  thickened  lining.  The  branching  outgrowths  were 
supported  by  definite  fibrous  connective-tissue  stems,  covered 
by  a  single  layer  of  columnar  epithelium  (Fig.  1). 

The  naked-eye  appearances  are  similar  to  those  of  fungous 
endometritis,  but  the  microscopic  appearances  of  the  stroma 
are  essentially  different.  The  stellate  corpuscles  of  the  former, 
with  their  anastomosing  processes  and  small-celled  infiltration, 
are  replaced  by  distinct  fibrous  connective  tissue.  Its 
development  after  the  menopause  giving  rise  to  hEemorrhage 
is  sufficient  to  differentiate  it  clinically.  So  far  as  the 
literature  is  concerned,  I  have  been  able  to  find  one  similar 
case  mentioned  by  Bland-Sutton,  for  which  he  removed  the 
uterus  from  a  woman  set.  83. 

A  few  of   the  text-books  refer    to  uterine  papilloma   in  a 
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general  way.  In  the  majority  of  instances  one  finds  these  to 
be  instances  of  epitheliomata,  or  polypoidal  cervical  growths. 

It  may  be  assumed  that  simple  papilloma  may  develop 
malignant  properties,  and  be  the  initial  stage  of  corporeal 
cancer.  In  the  case  described,  however,  no  such  tendency  was 
apparent,  though  clinical  evidence  of  its  presence  (as  shown  by 
post-climacteric  hsemorrbage)  was  demonstrated  over  a  period 
of  twelve  years. 

An  interesting  transitional  case  offering  appearances  of  the 
benign  variety,  but  at  the  same  time  infiltrating  the  muscular 
wall,  is  described  by  Eouth.^  In  this  instance  the  basis  of  each 
villus,  which  was  covered  by  a  single  layer  of  columnar 
epithelium',  was  formed  by  a  capillary  loop,  with  a  mere  trace 
of  cellular  tissue.  It  was  thus  much  more  embryonic  in  its 
nature  than  the  case  I  have  described. 

Case  II. — Primary  Tuberculosis  of  Cervix  Uteri. — The  second 
case  I  met  v/ith  sixteen  years  ago.  An  unmarried  woman, 
set.  35,  had  suffered  for  several  months  from  severe  leucorrhoea 
and  increasing  weakness;  her  menstruation  was  normal  in 
type,  though  scanty  in  amount.  As  she  was  a  virgo  intacta 
I  decided  to  examine  her  under  an  ana3sthetic,  and  to  my 
surprise  found  the  cervix  to  show  marked  changes  of  which  I 
had  no  previous  experience. 

To  touch  the  surface  was  rough  and  irregular,  but  not  friable 
and  hsemorrhagic  as  in  malignant  conditions.  On  inspection  it 
was  seen  to  be  of  a  purple  colour  and  covered  with  numerous 
papillae,  bathed  in  a  thick  yellowish  discharge,  and  when  the  latter 
was  removed  the  entire  cervix  gave  the  appearance  of  a  large 
bramble.  The  body  of  the  uterus  was  normal  in  size  and  quite 
movable. 

As  I  was  quite  unable  to  determine  the  nature  of  the  change 
in  the  cervix,  I  removed  a  small  portion  for  examination,  which 
gave  evidence  of  tubercle.  I  therefore  decided  to  remove  it,  which 
I  did  by  the  high  supravaginal  method  of  amputation. 

At  the  time  of  the  operation  I  had  the  appearances  drawn 
and  painted   (Fig.   2).      On   examination   microscopically,   the 

^  Obstet.  Trans.,  London,  vol.  xxxix.,  p.  5. 
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tissue  of  the  cervix  was  found  infiltrated  with  numerous  tuber- 
cular foci,  mainly  disposed  towards  the  vaginal  aspect,  and  in  no 
way  involving  the  mucosa  lining  the  canal  (Fig.  .'^). 

The  connective  tissue  throughout  showed  a  high  degree  of 
small-celled  infiltration,  and  as  there  was  no  appearance  of 
granular  or  necrotic  degeneration,  it  may  be  inferred  that  the 
disease  was  in  an  early  stage  of  development.  The  giant  cells 
were  large  and  typical,  and  after  examining  many  sections  I 
succeeded  in  finding  several  tubercle  bacilli  (Fig.  4). 

It  is  beyond  me  to  think  how  the  condition  had  developed  in 
this  situation,  as  careful  exannnation  failed  to  show  a  trace  of 
evidence  of  tubercle  elsewhere,  while  the  possibility  of  direct 
infection  is  negatived  by  reason  of  the  patient  being  a  virgo 
intacta.  After  the  removal  of  the  cervix  there  was  an  uninter- 
rupted and  complete  recovery,  and  the  patient  is  still  enjoying 
the  best  of  health  after  sixteen  years. 

Only  a  few  cases  of  primary  infection  of  the  cervix  have  been 
recorded,  and  in  none  can  I  find  the  detection  of  the  tubercle 
bacillus.  Perhaps  the  most  interesting  are  those  described  by 
Lebouleve,  Cornil,  and  Lewers,  though  there  are  others  by 
Horrocks  and  Brook.  The  diagnosis  from  carcinoma  of  the 
cervix  must  at  all  times  be  extremely  difficult,  as  in  advanced 
cases  there  is  a  tendency  to  necrosis  and  haemorrhage  on 
examination.  As  regards  treatment,  should  there  he  no 
evidence  of  tubercle  elsewhere,  complete  removal  of  the  diseased 
organ  is  probably  always  indicated.  Though  I  only  performed 
a  supravaginal  amputation,  I  feel  1  was  fortunate  in  obtaining 
such  a  good  result,  and  would  on  a  future  occasion  recommend 
complete  hysterectomy. 

Case  III. — Diffuse  Nodular  Fibrosis  of  the  Uterus. — The  third 
rare  variety  of  uterine  new  growth  to  which  I  should  like  to  draw 
attention  might  aptly  be  designated  "  diffuse  nodular  fibrosis." 
Of  this  I  have  met  with  two  examples  in  an  experience  of  over 
700  hysterectomies  for  uterine  fibromyomata.  The  pathological 
change  consists  in  the  formation  of  innumerable  small  fibroid 
nodules,  varying  in  size  from  a  pin's  head  to  a  hazel  nut. 
Between  the  nodules  there  appears  to  be  little  muscular  tissue 
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to  form  a  capsule  as  in  ordinary  fibromyomata,  yet  each  nodule 
forms  a  distinct  fibrous  entity,  entirely  distinct  from  those 
immediately  surrounding  it,  which  clearly  differentiates  the 
condition  from  an  ordinary  diffuse  fibrous  thickening  or  chronic 
hyperplastic  metritis. 

In  both  cases  the  disease  seems  to  have  developed  initially 
immediately  beneath  the  mucosa,  and  gradually  but  uniformly 
thickened  the  uterine  wall.  The  entire  mass  was  encap- 
sulated by  a  distinct  layer  of  uterine  muscle,  which  main- 
tained the  normal  shape  of  the  organ  and  preserved  its  smooth 
contour. 

The  uterine  cavity,  on  the  other  hand,  was  beset  with  innumer- 
able nodules  in  a  more  or  less  advanced  stage  of  extrusion,  in 
some  instances  forming  polypi,  and  in  others  mere  sessile  pro- 
jections. In  the  first  case,  which  I  have  already  published  in 
Clifford  Albutt  and  Playfair's  Gyncccology,  the  woman  was  a 
multipara,  set.  38,  who  complained  of  increased  blood  loss 
during  menstruation  for  the  last  twelve  years.  There  had  been 
no  violent  bleedings,  but  from  gradually  increasing  anaemia  the 
patient  was  weakened  and  unfit  for  work.  The  uterus  was  the 
size  of  a  six  months'  pregnancy. 

The  second  patient  was  but  21  years  old,  and  complained  of 
severe  dysmenorrhcea  and  general  debility,  which  was  due  to 
anaemia,  though  she  herself  did  not  consider  the  blood  loss 
excessive  during  her  periods. 

The  appearances  of  the  second  case  offer  an  exact  replica 
of  those  of  the  first,  only  in  an  earlier  stage  of  development, 
the  encapsulating  muscular  coat  being  thicker  and  less 
infiltrated. 

What  the  orgin  of  the  change  may  be  is  difficult  to  deter- 
mine, but  it  would  almost  appear  as  if  it  was  the  result  of  some 
irritation  from  the  mucosa,  possibly  infective.  It,  however, 
must  be  considered  more  a  general  disease  of  the  uterus  when 
compared  with  the  individual  fibromyomata  so  commonly 
met   with. 
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In  bringing  these  rare  cases  under  your  notice  I  trust  I  have 
made  no  excessive  claim  on  your  indulgence,  but  I  felt  from 
their  rarity  and  interest  they  were  worthy  of  more  detailed 
description  than  merely  to  be  shown  as  specimens. 


VIII.  TWO  CASES  OF  UTERINE  FIBROID,  IN  WHICH 
DEGENERATION  OF  THE  TUMOUR  (PERITHELIOMA 
AND  NECROBIOSIS)  CAUSED  DIFFICULTY  IN 
DIAGNOSIS. 

By  A.  H.  F.  Bakboue,  M.D.,  F.R.C.P.,  Lecturer  in  Gynaecology, 
University  of  Edinburgh. 

Two  years  ago  Professor  Watson  and  I  recorded  a  case  of  peri- 
thelioma of  the  uterus  producing  a  tumour  about  the  size  of  a 
five  months'  pregnancy.^  The  cervical  canal  admitted  the 
finger,  and  through  it  the  pole  of  the  tumour  could  be  felt 
projecting  free  into  the  dilated  cavity.  On  section  the  tumour 
was  yellowish-white,  resembling  brain  tissue  in  appearance 
and  consistence,  and  showed  many  haemorrhages.  It  resembled 
an  ordinary  sarcoma. 

1.  The  first  tumour  described  in  this  communication  was  the 
size  of  a  seven  months'  pregnancy  (Fig.  1).  It  consists  of  one 
large  cavity,  containing  more  than  two  pints  of  blood-stained 
serous  fluid.  The  walls  of  this  large  blood-cyst  show  the 
structure  of  a  uterine  fibroid ;  the  cavity  is  lined  in  parts  with 
soft,  yellowish-white  breaking-down  tissue  showing  the  changes 
of  perithelioma  (Fig.  2).  The  uterine  cavity  extends  round 
one-third  of  the  tumour,  having  a  relation  to  it  similar  to  what 
is  found  in  a  large  interstitial  fibroid. 

The  history  of  the  case  is  as  follows : — 

M.  D.,  set.  62,  single.     Seven  years  previously  I  removed  a 
1  Trans.  Ohst.  Soc.  Edin.,  p.  251,  IQIO-U. 
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large  sloughing  fibrous  polypus  which  protruded  from  the 
vaginal  orifice,  and  had  such  a  thick  pedicle  that  it  was 
considered  advisable  to  ligature  it  in  three  parts.  After  its 
removal  the  patient  made  a  slow  but  satisfactory  recovery, 
remaining  in  the  ward  for  two  months.  On  her  discharge  the 
uterus  was  still  large,  but  there  was  no  indication  for 
hysterectomy.  For  the  following  five  years  she  was  perfectly 
well ;  about  two  years  ago  she  began  to  feel  weak  and  easily 
tired,  but  had  no  pain.  She  noticed  a  swelling  of  the  abdomen, 
which  gradually  increased,  but  she  was  not  prevented  from 
doing  her  usual  housework. 

On  admission  on  this  occasion  the  abdomen  was  distended 
hj  a  large  tumour  about  the  size  of  a  seven  months'  pregnancy, 
having  a  peculiarly  tense  consistence,  suggesting  that  it  is  in 
parts  at  least  cystic.  It  has  a  uniform  surface,  and  its  form 
and  the  relation  of  the  cervix  suggest  that  the  tumour  may 
be  the  distended  uterus.  Had  it  not  been  for  the  previous 
history  it  would  have  been  difficult  to  hazard  a  diagnosis,  but 
the  fact  that  a  fibroid  had  been  removed  before  suggested  that 
it  was  a  fibroid  undergoing  some  pathological  change,  or  causing 
obstruction  leading  to  accumulation  of  pus  or  blood  in  the 
uterine  cavity. 

On  abdominal  section  the  pale,  bluish-white  appearance  of 
the  cystic  tumour  suggested  that  it  might  be  ovarian,  but  on 
passing  the  hand  round  to  determine  its  attachment  it  was 
found  to  be  a  uterine  tumour,  which  was  removed  by  supra- 
vaginal hysterectomy. 

For  the  following  description  of  the  tumour  I  am  indebted 
to  Dr  Cairns,  of  the  University  Gynaecological  Laboratory. 

The  tumour  is  ovoid  in  shape,  reaching  in  its  greatest  length 
23  cm.,  and  in  its  greatest  breadth  14  cm.  Incorporated  in 
its  substance  is  the  uterus,  whilst  from  its  lower  pole  projects 
the  cervix.  It  is  of  a  bluish  colour,  soft  in  consistence, 
suggesting  fluid  contents.  Ptcmains  of  adhesions  to  neighbour- 
ing organs  are  to  be  found  on  its  wall. 

The  tumour  was  hardened,  and  when  opened  later  was  seen 
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to  consist  of  a  large  cystic  cavity,  over  the  anterior  wall  of 
which  was  stretched  the  uterine  cavity  with  its  walls  corre- 
spondingly thinned  out.  The  cyst  contained  two  pints  of 
dark- coloured  fluid,  which  subsequent  examination  proved  to  be 
blood-stained  serous  fluid.  The  uterine  cavity  reached  almost 
to  the  highest  point  of  the  cyst  wall,  and  its  length  was  19  cm. 
The  cyst  presents  about  the  middle  of  its  posterior  wall  the 
remains  of  a  septum  running  horizontally  for  a  distance  of 
6  cm.  The  wall  of  the  cyst  is  comparatively  thin,  and,  with 
the  exception  of  that  part  which  constitutes  the  posterior  wall 
of  the  uterus,  is  lined  by  a  layer  of  soft,  caseous  material  present 
in  a  thickness  of  varying  degree.  In  the  postero-inferior 
quadrant  of  the  wall  this  material  is  present  in  its  greatest 
quantity,  and  there  it  constitutes  a  definite  palpable  tumour 
projecting  into  the  cyst  cavity,  and  surrounded  at  its  base  by  a 
wide  area  of  small,  soft,  nodular  elevations  of  apparently  the 
same  consistence.  Superiorly  this  growth  is  limited  by  the 
septum,  but  beyond  this  there  is  a  second  elevation  of  similar 
characters,  but  of  less  extent,  projecting  also  into  the  cyst 
cavity.  The  cyst  wall  is  particularly  thin  at  this  point,  and 
extension  is  evidently  also  taking  place  in  an  outward  direction. 
From  this  point  to  the  fundus  the  caseous  matter  diminishes  in 
quantity,  though  still  persisting  in  an  amount  sufficient  to 
constitute  an  appreciable  lining  for  the  cyst  wall.  Anteriorly 
the  wall  of  the  cyst  is  smooth  and  regular,  except  for  the 
presence  here  and  there  of  calcareous  patches,  which  in  one  or 
two  places  are  raised  up  into  the  form  of  papilloe. 

Microscopic  sections  of  the  tissue  lining  the  cyst  wall  from 
points  A  to  B,  Fig.  1,  show  it  to  consist  of  a  peritheliomatous 
new  growth.  The  tumour  in  its  most  typical  form  is  easily 
recognisable  at  point  A,  where  also  it  appears  to  be  of  most 
recent  origin.  Fig.  2  is  a  microphotograph  of  the  tissue  from 
the  point  A  in  Fig.  1.  It  shows  several  small  vessels  lying  in 
a  loose  cellular  stroma,  whilst  from  the  walls  of   the  vessels 


Fig.  1. — Uterine  fibroid  with  large  cavity  containing  blood-stained  serum, 
and  showing  peritheliomalous  degeneration  of  its  wall. 
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Fig.  2.— Section  of  tissue  from  A  in  Fig.  1,  showing 
peritheliomatous  degeneration. 
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there  is  definite  cellular  proliferation  extending  in  the  form  of 
columns  out  into  the  stroma.  Sections  from  other  parts  of  the 
tumour  between  A  and  B  show  similar  microscopic  appearances, 
differing  only  in  that  the  further  from  A  the  section  is  taken 
the  more  general  is  the  change  and  the  greater  the  proportion 
of  perivascular  overgrowth  to  the  stroma. 

2.  Case  of  necrobiosis  of  a  large  uterine  fibroid  causing 
death  of  the  patient. 

The  history  of  this  patient  was  as  follows : — 

M.  D.,  set.  51,  married,  was  brought  to  Ward  35  by  Dr 
Edwards,  Bridge  of  Earn,  complaining  of  an  abdominal  swelling 
which  she  had  noticed  for  some  months  (the  patient  was  too  ill 
for  the  exact  history  to  be  obtained),  but  which  during  the  past 
few  days  had  increased  in  size,  with  such  acute  pain  that  she 
had  to  be  kept  under  the  influence  of  morphia.  There  is  no 
definite  note  as  to  her  menstruation,  which  had  been  absent  for 
some  months.  This  gave  colour  to  the  possibility  of  hydramnios, 
though  the  age  of  the  patient  made  it  extremely  improbable. 
On  admission,  she  was  in  a  state  of  extreme  collapse.  The 
temperature  was  98^  pulse  120,  respirations  22.  The  abdomen 
was  distended  with  a  tumour  about  the  size  of  a  seven  or  eight 
months'  pregnancy,  showing  an  even  rounded  contour  dropping 
rather  suddenly  above  the  umbilicus.  The  skin  showed 
numerous  old  striae.  On  palpation  an  elastic  tumour  was 
felt  rising  out  of  the  pelvis,  with  a  smooth  surface,  and  while  it 
gave  no  fluctuation  or  thrill  its  tense  character  resembled 
hydramnios.  jSTo  souffle  on  auscultation.  On  vaginal  examina- 
tion a  multiparous  cervix  was  found  on  the  lower  end  of  the 
tumour,  the  body  of  the  uterus  not  being  made  out  separate 
from  it.  On  account  of  the  acute  symptoms  I  decided  to 
operate  at  once. 

On  abdominal  incision  a  dark-coloured  tumour  covered  with 
peritoneum  was  found,  apparently  a  large  fibroid  undergoing 
degeneration.  It  was  removed  in  the  usual  way  by  supra- 
vaginal hysterectomy.  There  was  no  fluid  in  the  peritoneal 
cavity   and    no   peritonitic    adhesions.      After   operation    the 


206  TWO    CASES   OF   UTERINE   FIBEOID, 

patient  vomited  a  great  deal,  and  this  symptom  continued 
till  her  death  on  the  sixth  day,  in  spite  of  washing  out  the 
stomach. 

After  the  operation  the  temperature  fell  from  100^  to  97°, 
the  pulse  was  120,  and  respiration  30.  The  patient  was  put  on 
strychnine,  one-fiftieth  of  a  grain  four-hourly  hypodermicaliy. 

The  following  day  the  temperature  varied  from  97°  to  99°, 
the  pulse  from  132  to  152,  and  respirations  from  36  to  42. 
The  patient  passed  flatus  and  was  put  on  a  rectal  saline.  On 
the  third  day  the  temperature  varied  from  96-5°  to  97-8°,  pulse 
from  134  to  150,  and  respirations  from  38  to  42.  The  patient 
was  still  vomiting  frequently,  and  restless.  On  the  fourth  day 
the  temperature  varied  from  96°  to  98°,  pulse  from  120  to  168, 
and  respirations  from  38  to  44.  The  stomach  was  washed  out. 
On  the  fifth  day  the  patient  became  much  weaker.  The 
temperature  varied  from  96-2°  to  98°,  pulse  from  100  to  120, 
and  respirations  from  36  to  52.  On  the  sixth  day  the 
temperature  varied  from  96-2°  to  97",  pulse  from  86  to  102, 
and  respirations  from  38  to  48.  The  patient  died  on  the 
following  morning  from  sudden  failure  of  the  heart. 

In  Dr  Harvey's  report  of  the  post-mortem  the  following 
points  are  noteworthy :—"  The  heart  muscle  is  pale,  showing 
fatty  infiltration,  especially  towards  the  apex ;  the  right  lung 
showed  considerable  degree  of  emphysema,  congestion  and 
oedema  of  the  lower  lobe,  with  two  patches  of  broncho- 
pneumonia ;  the  bronchi  contained  yellowish-brown  material. 
The  left  lung  was  also  emphysematous,  deeply  congested  and 
cedematous,  patches  of  broncho-pneumonia  with  early  consolida- 
tion scattered  through  the  lobes.  The  contents  of  the  bronchi 
were  markedly  blood-stained.  The  stomach  was  greatly  dilated, 
with  a  few  small  htemorrhages  on  the  mucosa.  The  liver 
shows  cloudy  swelling  and  slight  fatty  changes.  The  ileum 
shows  more  or  less  acute  congestion  throughout.  The  kidneys 
were  pale,  with  cloudy  swelling  and  fatty  change." 

The  immediate  cause  of  death,  as  shown  by  post-mortem, 
was  therefore  broncho-pneumonia.     On  making  a   section  of 
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the  fibroid  immediately  after  operation,  the  tense  character  of 
the  tumour  was  seen  to  be  due  to  its  oedematous  condition. 
On  section  the  tumour  was  of  a  purplish  colour  with  brighter 
red  areas,  and  as  soon  as  the  capsule  was  divided  with  the 
knife  the  more  solid  portions  of  the  tumour  were  extruded 
from  the  softer  parts. 

The  interesting  features  in  this  case  are  the  acute  symptoms 
which  dev'eloped  as  the  result  of  necrobiotic  change  affecting  a 
tumour  of  this  size.  The  clinical  condition  of  the  patient, 
grave  in  the  extreme,  as  shown  especially  in  the  collapse  and 
state  of  the  pulse,  was  due  to  the  changes  of  the  substance  of 
the  tumour,  as  there  was  no  indication  of  peritonitis.  The 
broncho-pneumonia  was  part  of  a  septic  condition  secondary 
to  the  necrobiosis.  The  special  interest  of  the  case  was  the 
difficulty  in  diagnosis  arising  from  the  rapid  development  of 
the  symptoms,  and  the  tense  elastic  consistence  of  the  uterine 
tumour,  which  presented  the  same  physical  features  as  the 
first  case. 

Among  the  many  points  of  interest  in  these  cases  there  are 
two  which  might  be  selected  for  discussion  :  (1)  the  significance 
of  changes  arising  in  fibroid  tumours  which  mean  malignancy 
or  lead  to  the  death  of  the  patient;  and  (2)  the  difficulties 
in  diagnosis  to  which  degenerative  changes  may  give  rise. 

AVith  regard  to  the  first  of  these,  sarcomatous  degeneration 
is  recognised  as  a  possible  change  in  fibroids,  and  several  cases 
of  perithelioma  have  been  described.  I  note  that  Dr  Leith  in 
his  discussion  on  the  pathology  of  malignant  tumours  of  the 
uterus,  which  forms  the  subject  of  the  Ingleby  Lectures  for 
1910,  includes  perithelioma  under  the  head  of  "sarcomatous 
degeneration."  With  regard  to  the  frequency  of  sarcomatous 
degeneration  he  states :  "  When  due  allowance  is  made  for 
doubtful  cases,  it  is  probable  that  the  proportion  of  fibroids 
coming    to    operation    in   which   a    sarcomatous   change    has 
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occurred  is  not  far  from  2  per  cent,  of  the  whole."  He  includes 
under  it  the  following  types :  "  The  first  constitutes  that  form 
of  sarcoma  known  as  an  eyulothelioma,  the  second  a  new  type 
unknown  in  other  situations,  and  the  third  that  form  known 
•as  perithelioma,  in  which  the  sarcomatous  cells  spring  from 
the  endothelium  lining  the  lymph  spaces  of  the  outer  coat. 
It  is  theoretically  possible  that  the  embryonic  fibroblasts  of 
the  outer  coat  may,  like  those  of  the  general  substance  of  the 
growth,  revert  and  constitute  an  ordinary  round,  spindle,  or 
irregular-celled  sarcoma,  called,  because  of  its  position  within 
the  fibroid,  a  myoma  sarcomatodes.  The  new  type  of  sarcoma 
springing  from  the  myoblasts  of  the  middle  coat  of  the  vessels, 
or  from  other  myoblasts  throughout  the  growth,  is  conveniently 
spoken  of  as  a  myosarcoma.  The  name  mesothelioma,  which 
is  naturally  suggested  by  those  of  endothelioma  and  ijerithelioma, 
•is  not  available  for  this  variety,  as  it  has  already  been  appro- 
priated for  the  malignant  growth  springing  from  the  endo- 
thelium of  serous  membrane,  e.g.,  the  pleura,  peritoneum,  etc. 
We  thus  have  a  variety  of  sarcomatous  growths  arising  within 
fibroids,  the  endothelioma,  the  perithelioma,  the  myosarcoma, 
and  the  myoma  sarcomatodes,  which  may  be  the  explanation  of 
the  relatively  low  degree  of  malignancy  exhibited  by  most  of 
these  growths.  Those  originating  in  fibro-blasts,  though 
varying  greatly  in  malignancy,  show  it  in  greatest  degree, 
whilst  the  myosarcoma  is  the  least  malignant  of  all,  the  other 
two  forms  showing  varying  intermediate  degrees." 

As  regards  peritheliomatous  degeneration  of  a  fibroid,  Doran 
and  Lockyer  record  an  interesting  case  in  the  Journal  of 
Obstetrics  and  Gyncccology  for  November  1908,  in  which  there 
was  a  large,  pale,  cystic  uterine  growth  which  had  burrowed 
deeply  into  the  broad  ligament  on  the  left  side.  During 
its  enucleation  from  the  iliac  fossa  about  one  pint  of  pale 
yellow  fluid  escaped  from  the  cystic  cavity  in  the  interior. 
Sections  of  the  uterine  wall.  Fallopian  tube,  ovary,  and  tumour 
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showed   that   these   organs   and  tissues  were   all   invaded  by 
perithelioma. 

Necrobiosis  is  not  often  followed  by  a  fatal  result.  I  have 
removed  several  small  fibroids  showing  this  change,  but  without 
any  marked  symptoms  beyond  a  tenderness  over  the  tumour 
and  sometimes  slight  rise  of  temperature. 

As  to  the  cause  of  general  infection  of  the  system  which 
was  so  marked  in  this  case,  Leith  says  in  the  Ingleby  Lecture 
that  poisons  allied  to  the  amines  have  been  found,  and  they, 
along  with  the  tendency  to  bacterial  infection,  may  account  for 
toxaemia  or  saprsemia,  which  may  become  pronounced  in  the 
cases. 

In  a  recent  paper  on  the  red  degeneration  of  uterine  fibro- 
myomata,^  Professor  Lorrain  Smith  divides  cases  of  red  degen- 
eration into  two  classes — the  thrombotic  and  angieomatous. 
The  thrombotic  form  show^s  the  clinical  symptoms  present  in 
this  case,  and  the  changes  in  the  tumour  are  accounted  for  by 
the  retardation  of  the  circulation,  which  produces  a  large  quan- 
tity of  fat.  The  red  colour  of  the  tumour  is  due  to  the  hsemo- 
globin  staining  associated  with  the  action  of  the  accumulated 
lipoids. 

The  second  point  was  the  difficulty  in  diagnosis  which  the 
change  in  the  character  of  the  tumour  produced  in  both  cases. 
Fibroids  are  marked  by  slow  growth  and  solid  consistence. 
When  they  become  cystic  both  these  characteristics  are  lost. 
Cases  of  a  single  large  cyst  are  not  uncommon,  but  not  of  the 
size  present  in  the  first  tumour. 

Leith  figures  two  cases  of  cystic  fibroid,  one  in  which  a 
smooth-lined  cavity  on  the  lower  end  of  the  tumour  contained 
about  one  and  a  half  pints  of  clear  yellow  fluid.  No  epithelial 
lining  could  be  demonstrated  but  it  was  probably  lymph- 
angiectatic.     The  tumour  extended  to  4  ins.  above  the  umbilicus. 

^  Journal  of  Obstetrics  and  Gi/ncecology  of  the  British  Empire, 
March  1913. 

O 
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In  the  second  case  the  whole  tumour  had  almost  completelj 
broken  down  into  a  brownish-yellow  waxy-looking  substance, 
and  was  filled  with  dark  chocolate-coloured  thick  fluid.  This 
patient  was  set.  52. 

The  late  Dr  Wallace,  of  Liverpool,  who  saw  this  case  in  my 
ward  before  operation,  told  me  of  a  patient,  set.  67,  on  whom 
he  operated  for  what  was  thought  at  first  to  be  an  enormous 
hsematometra.  Examination  of  the  tumour  showed  that  the 
blood  collection  was  everywhere  bounded  by  true  myomatous 
tissue,  and  that  the  uterine  cavity  had  become  completely 
obliterated. 

In  both  of  my  own  cases  the  whole  tumour  was  involved 
in  the  cystic  or  necrotic  change,  so  that  instead  of  there  being 
firmer  and  softer  or  more  cystic  portions,  the  form  and  con- 
sistence of  the  tumour  resembled  a  case  of  hydramnios.  Had 
the  condition  developed  during  the  child-bearing  period,  this  is 
the  first  thing  one  would  have  thought  of  in  connection  with 
the  character  of  the  tumour  on  abdominal  palpation.  In  the 
first  case  the  tumour,  even  after  it  was  taken  out,  resembled 
a  uterus  distended  with  fluid,  only  that  it  was  pale  white 
instead  of  red  owing  to  the  amount  of  distension.  In  the 
second  case  the  tumour  had  the  appearance  of  a  fibroid  uterus,, 
only  it  had  a  tense  elastic  feeling  instead  of  being  firm  and 
solid.  The  ages  of  the  patients,  62  and  51,  bear  out  what  is 
now  a  common  experience,  that  uterine  fibroids  often  give  rise 
to  trouble  late  in  life. 


Dt  Napier  Burnett  was  sure  the  Society  was  greatly 
indebted  for  the  two  papers  they  had  just  heard ;  to  him  they 
had  been  most  interesting  indeed.  He  thought  they  dealt  with 
a  class  of  work  they  could  not  hear  too  much  of. 

Dr  Haultain's  first  case  was  especially  interesting,  because 
it  showed  the  anxiety  there  was  about  these  post-climacteric 
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bleedings.  Several  times  lately  he  had  had  to  deal  with  the 
pathology  of  this  condition.  Fixing  the  line  between  senile 
change  and  commencing  malignancy  was  a  difficult  matter ; 
he  hesitated  over  some  of  these  cases  for  hours  before  deciding. 
One  of  the  photographs  shown  by  I)r  Haultain  bears  out  the 
point  in  question.  One  of  the  specimens  showed  marked 
papillary  ingrowths  in  the  glands,  and  such  cases  were 
sometimes  described  as  malignant  endometrium.  The  patho- 
logist has  sometimes  great  difficulty  regarding  these  uterine 
tissues.  He  was  specially  delighted  that  Dr  Haultain  had  not 
made  use  of  the  term  "  pre-cancerous  stage." 

Dr  Burnett  had  had  2  similar  cases,  both  of  which  some 
years  afterwards  were  followed  by  a  pedunculated  polypus. 
A  few  years  ago,  in  the  case  of  a  woman,  set.  56,  a  growth 
about  the  size  of  a  tangerine  orange  was  twisted  off  but  the 
uterus  was  not  curetted;  some  four  or  five  years  later  the 
bleeding  recommenced  and  scraping  had  to  be  done,  when 
papillary  ingrowths  were  found.  Another  patient,  set.  60, 
was  operated  on  by  Eutherford  Morrison  for  a  pedunculated 
polypus ;  no  scraping.  Some  years  afterwards  bleeding 
recommenced ;  a  simple  papillomatous  condition  was  found. 
About  a  year  ago  Dr  Burnett  had  removed  a  tumour  about  the 
size  of  an  orange.  There  was  no  hgemorrhage  until  the  patient 
fell  downstairs ;  it  was  decided  to  remove  the  uterus,  when  a 
septic  fibroid  was  found.  Thinking  he  would  like  to  see  what 
change  had  taken  place,  it  was  sent  to  the  pathologist,  who 
reported  that  there  was  no  fibroid  tissue  in  it  at  all ;  it  was 
malignant. 

Dr  Barbour's  cases  were  very  instructive ;  the  first  one 
Dr  Burnett  had  never  seen  anything  like.  The  second  case 
was  interesting  because  the  whole  question  of  necrobiosis  is 
full  of  interest. 

At  the  recent  meeting  in  London,  Prof.  Lorrain  Smith  and 
Dr  Shaw,  who  have  worked  up  this  subject,  gave  a  series  of  24 
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cases.  They  thought  this  red  degeneration  was  due,  in  the 
first  instance,  to  thrombosis.  At  first  they  were  inclined  to 
take  the  view  that  it  was  of  bacterial  origin ;  they  now  regard 
"  red  degeneration "  as  resulting  from  thrombosis,  followed  by 
fat  disintegration  which  yields  a  lipoid  having  haemolytic 
powers.  The  discussion  at  the  London  Meeting  had  struck 
him,  but  it  seemed  to  him  that  these  were  factors — thrombosis 
and  fatty  degeneration — which  are  present  in  many  other 
tumours  throughout  the  body,  in  which  he  did  not  know  of 
red  degeneration  occurring.  One  point  was  brought  out,  which 
Dr  Barbour  referred  to,  namely,  that  6  out  of  the  24  cases  had 
to  do  with  pregnancy. 

Br  Lachie  had  appreciated  the  papers  very  much  indeed. 
The  specimens  were  most  interesting  and  the  descriptions  of 
the  cases  most  exhaustive.  With  the  exception  of  the 
uecrobiotic  uterus,  he  had  seen  no  specimens  exactly  the  same 
as  those  described.  The  description  which  Dr  Barbour  gave 
is  extremely  rare,  and  he  would  like  to  know  if  Dr  Barbour 
has  yet  come  across  a  sarcomatous  degeneration  of  a  fibroid 
tumour. 

Dr  Young  said  he  was  very  much  struck  at  the  London 
Meeting,  to  which  Dr  Burnett  referred,  with  the  idea  which 
Dr  Shaw  and  Prof.  Lorrain  Smith  brought  forward  with  regard 
to  the  origin  of  the  red  change.  It  seemed  to  him  a  very 
theoretical  explanation,  so  many  things  depended  upon 
so  many  other  things  that  it  was  a  little  doubtful.  It  seemed 
to  him,  as  far  as  he  could  discuss  the  question,  that  if  one 
can  predicate  in  these  cases,  as  one  is  often  justified  in  doing, 
that  the  rapidity  of  the  growth  of  the  tumour  is  cutting  off 
the  blood  supply,  that  is  quite  sufficient.  There  is  an 
ensuing  stagnation  of  blood,  and  a  liberation  of  blood 
pigment,  which  diffuses  into  the  fibroid  tissue  or  is  sucked 
into  the  tissues  in  the  oedema  formation. 
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The  President  said  they  were  indebted  to  Dr  Haultain  and 
Dr  Barbour  for  their  interesting  papers,  and  to  Dr  Burnett 
for  his  very  excellent  remarks  regarding  both  papers.  Dr 
Haultain's  cases  were  especially  interesting  to  the  President, 
more  particularly  the  third  one — the  submucous  fibroid.  He 
had  seen  2  cases  with  profuse  submucous  fibroids  where  the 
uterus  was  afterwards  removed.  In  the  case  of  a  woman 
suffering  from  hsemorrhage,  where  the  uterus  was  not  very 
much  enlarged,  it  was  removed  by  abdominal  section,  and 
when  opened  it  contained  about  a  hundred  small  fibroids. 
That  case  iiad  been  shown  to  the  Society. 

Dr  Hmdtain  said  he  was  very  much  interested  in  Dr 
Barbour's  cases.  He  had  himself  only  seen  2  cases  of 
sarcomatous  degeneration  of  the  fibroid.  When  Dr  Leith,  a 
pathologist,  speaks  of  2  per  cent,  of  fibroids  being  sarcomatous, 
he  (Dr  Haultain)  thought  they  must  assume  that  these  cases 
show  cells  from  a  microscopic  point  of  view  which  are  taken  to 
be  sarcomatous,  which  is,  of  course,  a  very  different  thing 
altogether  from  clinical  sarcomata.  The  question  is,  what  is 
really  a  sarcomatous  change?  Is  it  called  sarcoma  because 
there  happen  to  be  certain  portions  showing  embryonic  cells  ? 
On  looking  at  the  condition  pathologically  and  clinically,  one 
sees  utterly  different  conditions ;  he  thought  the  clinician  and 
the  pathologist  were  working  from  different  premises  altogether. 
A  sarcomatous  change  is  the  rarest  condition. 

The  case  of  necrobiosis  was  extremely  interesting. 

The  first  case  was  probably  a  cystic  mucoid  change  in  a 
large  fibroid,  with  an  area  of  tumour  growth  on  the  surface. 
It  is  rather  difficult  to  think  how  a  huge  perivascular  sarcoma 
would  break  down. 

Br  Barhour  said  Dr  Haultain's  case  of  tubercle  of  the 
cervix  interested  him  very  much,  because  it  in  some  ways 
resembled    a    case    which    he    had    operated    on    last    year. 
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Unfortunately  he  could  not  bring  the  specimen  because 
Professor  Watson  had  taken  it  off  with  him.  The  patient 
was  an  elderly  woman  who  came  up  to  the  hospital,  and  on 
examining  her  it  appeared  that  she  was  sufiering  from 
commencing  cancer  of  the  cervix.  Dr  Fordyce  thought  the 
same  and  cut  a  piece  out.  Examination  showed  that  the 
condition  was  well-marked  tubercle  of  the  cervix.  The 
interesting  point  was  that  there  was  no  tubercle  anywhere 
else.  There  was  a  small  senile  uterus  on  the  top  of  this  large 
cervix.  It  was  a  tuberculosis  of  the  cervix  at  a  more  advanced 
stage  than  Dr  Haultain's,  and  thus  very  suggestive  of  a 
carcinoma. 

The  cystic  condition  was  an  extremely  interesting  one. 
Dr  Barbour  had  never  come  across  any  tumour  or  seen  one 
described  with  such  a  very  thin  wall  enclosing  one  cavity. 
The  appearance  one  is  familiar  with  in  fibroids  is  mucoid 
degeneration  in  part  of  the  tumour,  but  never  a  condition 
like  this.  He  thought  it  probably  was  a  mucoid  change. 
Perithelioma  was  distinctly  commencing,  and  it  was  probably 
of  short  duration. 
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Meeting  VL— May  14,  1913. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  President  showed — fibegid  tumoue,  fresh  specimen, 
which  in  its  upper  part  was  cystic  in  appearance,  like  an 
ovarian  tumour,  and  in  the  lower  undergoing  calcareous 
changes;  both  ovaries  showed  papillomatous  changes. 

II.  Dr   Freeland   Barhour    showed — {a)   uterus   removed 

BY   HYSTERECTOMY   FOR   CARCINOMA,  SHOWING  ALSO    FIBEOIDS. 

(h)  Myoma  removed  from  a  patient  who  had  had  considerable 
haemorrhage.  The  interest  of  the  case  lay  in  the  difficulty  in 
determining  whether  the  tumour  was  growing  from  the  body 
or  not. 

(c)  Fibroid  tumour  on  the  surface  of  which  there  were  a 
number  of  small  points,  and  the  question  was — What  was  their 
nature?  At  first  on  making  sections  they  were  taken  to  be 
new  growths  of  a  carcinomatous  type,  and  their  appearances 
suggested  that  the  conditions  had  developed  in  the  substance 
of  the  tumour ;  but  in  serial  sections  it  was  found  that  the 
pocket  of  cells  communicated  with  the  peritoneum  on  the 
surface.     The  condition  might  be  endothelioma. 

III.  Dr  W.  Fordyce  showed — («)  infected  uteeus  eemoved 
AFTEE  CiESAREAN  SECTION.  The  patient  was  sent  in  from  the 
country  with  the  history  that  she  had  been  six  days  in  labour, 
and  that  the  arms  of  the  child  had  been  down  at  the  vulva  for 
the  previous  fifty-two  hours.  The  patient  was  collapsed,  and 
the  whole  vagina  was  in  a  sloughing  condition.  The  case  looked 
as  bad  as  it  could  possibly  be.  The  child  eventually  died,  and 
from  the  appearance  of  the  hand  it  seemed  that  one  had 
nothing  to  do  but  decapitate.  On  examination,  however,  it 
was  discovered  that  it  was  not  a  transverse  case — the  child  was 
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doubled  upon  itself,  leg  down,  arm  apparently  down,  and  head 
extended  up  over  the  back  of  the  child,  and  the  uterus  firmly 
contracted  over  it.  Dr  Fordyce  could  do  absolutely  nothing 
with  it.  An  attempt  at  decapitation  failed.  The  only  thing 
to  be  done  was  to  take  the  child  out  through  the  abdomen,  and 
considering  the  septic  condition  of  the  parts,  it  was  safest  to 
remove  the  uterus  at  the  same  time,  which  is  a  much  easier 
thing  than  the  removal  of  a  healthy  uterus.  Hysterectomy 
was  carried  out.  The  patient  did  very  well  for  the  first  twenty- 
four  hours  and  then  died  of  acute  septicaemia. 

(b)  Uterus  removed  by  wertheim's  operation  for 
CARCINOMA  of  THE  CERVIX  in  April  1913.  The  special  interest 
of  the  case  lay  in  the  fact  that  the  patient  was  delivered  of  a 
child  in  January,  when  nothing  abnormal  was  noted. 

The  President  remembered  a  case  which  was  delivered  in 
the  Maternity  Hospital  in  December,  and  appeared  at  the 
Infirmary  with  inoperable  cancer  at  the  end  of  March. 

IV.  Professor  Rolert  Jardine  showed — full-time  uterus 
SHOWING  THE  RETRACTION  RING.  (Described  in  paper.)  (See 
Fig.  1.) 


V.  (1)  THE  RETRACTION  RING  AS  A  CAUSE  OF 
OBSTRUCTION  IN  LABOUR. 

By  Robert  Jaedine,  M.D.,  etc.,  Professor  of  Midwifery,  St  Mungo's 
College,  Obstetric  Physician  and  Gynaicologist,  Glasgow  Maternity 
and  Women's  Hospital,  etc. 

I  SHALL  deal  with  this  subject  from  the  clinical  side,  and 
leave  the  anatomical  aspect  of  it  to  Dr  Barbour  and  other 
speakers.  As  to  the  situation  of  the  ring,  all  that  it  is  necessary 
for  me  to  state  is  that  it  marks  the  junction  of  the  active  or 
retracting  portion   of  the  uterus  with   the   portion   which   is 
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passive  and  stretches.     The  part  of  the  uterus  below  the  rinjj; 
constitutes  the  lower  uterine  segment.     In  an  obstructed  labour, 
say  from  a  contracted  pelvis,  where  the  lower  uterine  segment 
is  markedly  thinned  out  and  the  upper  segment  well  retracted, 
a  sulcus  can  be  seen  and  felt  extending  across  the  abdomen 
well  up  towards  the  umbilicus.     This  marks  the  situation  of 
the  ring.     It  may  lie  transversely,  or  more  or  less  obliquely. 
If  an  internal  examination  be  made,  a  ledge  will  be  felt  running 
round  the  uterine  cavity  at  the  upper  limit  of  the  lower  uterine 
segment.     In  some  cases,  it  extends  completely  round,  while  in 
others,  as  in  the  specimen  I  show,  it  is  not  complete,     It  can 
be  detected  by  an  internal  examination  before  its  presence  can 
be  made  out  by  palpation  through  the  abdominal  wall.     I  need 
hardly  say  that  such  an  internal  examination  must  be  made 
with  extreme  care,  when  the  ring  is  above  the  presenting  part,  as 
there  is  great  risk  of  rupturing  the  lower  uterine  segment.    That 
is  what  happened  in  the  case  from  which  the  specimen  I  show 
to-night  was  obtained  (Fig.  1).     It  was  a  face  presentation  in 
a  mento-posterior  position,  and  after  the  ring  had  formed  above 
the  head,  forceps  were  tried,  and  then  an  attempt  was  made  to 
do  version.     "When  the  operator  passed  his  hand  in  to  catch  a 
foot,  the  patient  suddenly  collapsed.     She  was  then  brought 
into  the  hospital  from  the  country,  and  she  died  in  the  waiting- 
room   a   few  minutes  after  admission.     We  were  allowed   to 
remove  the  uterus,  and  after  it  was  hardened,  it  was  opened, 
and  a  rupture  through  the  muscular  wall  of  the  lower  uterine 
segment  was  found  of  the  exact  shape  of  the  back  of  a  closed 
hand.     The  operator  had  recognised   that   there   was   a   deep 
sulcus    across   the   abdomen    below   the   umbilicus   before   he 
passed  his  hand  in,  but  he  had  failed  to  grasp  its  significance. 

In  ordinary  cases  of  obstructed  labour,  the  ring  is  not  the 
primary  cause  of  the  obstruction,  but  the  result.  However,  it 
is  not  to  such  cases  I  wish  specially  to  refer,  but  to  those  in 
wdiich  the  ring  is  the  primary  cause  of  obstruction.     These 
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latter  cases  are  not  so  common  as  the  former,  but  when  they 
do  occur  they  are  very  much  more  difficult  to  recognise,  and 
also  to  deal  with.  So  little  attention  has  been  paid  to  such 
cases,  that  you  will  hardly  find  any  reference  to  them  in  even 
the  most  recent  text-books  on  midwifery.  In  some  instances 
the  ring  actually  forms  in  front  of  the  presenting  part,  while 
in  others  it  forms  above  the  presenting  part,  just  as  it  does  in 
an  ordinary  case  of  obstructed  labour.  The  presenting  part 
may  be  either  the  head  or  the  breech. 

(1)  Gases  in  which  the  Retraction  Ring  forms  in  Front  of 
the  Presenting  Head. 

I  have  seen  two  such  cases — both  in  hospital — one  under 
my  own  care,  and  the  other  under  the  care  of  my  colleague. 
Prof.  M.  Cameron. 

In  my  case,  the  patient  was  a  v.-para.  Her  four  labours 
had  resulted  in  the  birth  of  dead  children,  but  only  the  fourth 
one  had  been  at  full  time.  The  pelvis  \Yas  flattened  with  a  true 
conjugate  of  3|  ins.  About  a  fortnight  before  full  time,  I 
admitted  the  patient  for  a  thorough  examination  to  decide 
whether  or  not  to  induce  labour.  I  found  the  head  could  be 
pushed  into  the  brim  of  the  pelvis,  so  I  advised  her  to  wait  to 
full  time.  The  lower  uterine  segment  began  to  dilate,  and  on 
making  an  examination  a  few  days  before  labour  was  due,  I 
found  the  os  would  admit  two  fingers,  and  the  cervix  was 
taken  up.  The  head  lay  at  the  brim,  and  it  could  still  be 
pushed  into  it.  There  seemed  every  likelihood  that  the 
delivery  would  not  be  difficult.  At  the  expected  time  labour 
pains  began,  but  they  ceaped  after  a  few  hours.  To  hasten 
matters,  the  largest  Barnes'  bag  was  inserted  late  in  the 
afternoon,  but  it  was  quickly  expelled.  The  pains  continued 
throughout  the  night,  and  at  noon  of  the  following  day  the 
OS  was  fully  dilated,  and  the  membranes  were  bulging  well 


OBSTRUCTION  IN  LABOUE,  BY  PROF.  ROBERT  JARDINE.   219 

into  the  vagina.  The  head  was  now  well  above  the  brim,  and 
in  front  of  it  was  a  well-defined  ledge  extending  round  about 
one-half  of  the  cavity.  The  head  could  not  be  pushed  into 
the  brim,  as  the  ring  prevented  its  descent.  A  full  dose  of 
morphia  was  given ;  but,  four  hours  later,  there  was  no  relaxa- 
tion of  the  ring,  so  I  performed  Csesarean  section.  At  the  time 
of  the  operation,  the  membranes  were  still  intact.  At  the 
request  of  the  patient,  I  sterilised  her  by  ligaturing  and  cutting 
the  Fallopian  tubes.     Both  mother  and  child  did  well. 

If  this  patient  had  had  a  normal  pelvis,  I  would  have  tried 
to  dilate  the  ring  manually,  and  if  I  had  failed,  I  would  then 
have  done  Csesarean  section ;  but  further  experience  has  shown 
me  that  when  the  ring  is  once  well  formed,  it  cannot  be 
dilated  manually,  and  if  I  should  ever  meet  with  a  case  with  a 
normal  pelvis,  I  would  advise  Csesarean  section. 

Prof.  Cameron's  case  was  a  very  similar  one  as  regards  the 
size  of  the  pelvis,  but  when  w^e  examined  the  patient,  the 
membranes  had  been  ruptured  for  several  hours.  The  os  was 
fully  dilated,  but  there  was  a  distinct  ledge  running  round 
about  half  the  cavity  in  front  of  the  head.  The  ledge  prevented 
the  descent  of  the  head.  As  in  my  case,  the  cervix  and  lower 
uterine  segment  were  well  dilated.  Morphia  was  tried,  but  it 
had  no  effect,  so  Csesarean  section  was  done  by  Prof.  Cameron. 
Both  mother  and  child  did  well. 

In  both  of  these  cases,  the  pelvis  was  contracted ;  but  it  was 
quite  evident  that  the  obstruction  did  not  arise  from  the 
pelvis,  but  from  the  ring,  and  I  do  not  think  that  the  pelvic 
condition  had  anything  to  do  with  the  formation  of  the  ring. 
In  my  case,  the  membranes  were  intact  and  bulging  well  into 
the  vagina,  while  in  Cameron's  case,  they  had  been  ruptured 
for  some  hours.  In  the  latter  case,  I  think,  the  ring  must 
have  formed  before  the  membranes  ruptured,  otherwise  the 
head  would  have  been  pressed  down  into  the  brim  of  the  pelvis, 
and  the  ring  would  have  formed  above  it,  as  it  usually  does 


220  THE   ItETEACTION    RING   AS   A   CAUSE   OF 

in  labours  obstructed  by  contracted  pelvis  when  the  membranes 
have  been  ruptured  for  several  hours. 

Causes  of  the  Formation  of  the  Hinrj. 

One  cause  which  has  been  given  is  the  use  of  dilating  bags. 
In  my  case,  the  largest  Barnes'  bag  was  nsed,  but  it  was  so 
quickly  expelled  that  it  is  difficult  to  understand  how  it  could 
have  been  the  cause.  I  have  used  dilating  bags  scores  of  times 
without  any  such  result.  Another  cause  which  has  been  given 
is  the  use  of  ergot.  Undoubtedly,  the  hour-glass  contraction 
of  the  uterus,  which  occurs  occasionally  during  the  third  stage 
of  labour,  is  generally  due  to  the  use  of  ergot.  Hour-glass 
contraction  of  the  uterus  during  the  thkd  stage  of  labour  is 
caused  by  the  retraction  ring,  and  in  one  of  the  cases  I  shall 
shortly  narrate,  I  had  a  very  typical  example  of  it.  In  neither 
of  the  two  cases  was  ergot  used. 

In  the  first  stage  of  labour,  we  occasionally  meet  with  a 
spasmodic  condition  of  the  os,  where  the  circular  fibres  round 
the  OS  have  not  been  inhibited,  and  these  fibres  contract  along 
with  the  fibres  in  the  main  body  of  the  uterus,  so  that  the  o& 
actually  gets  smaller  instead  of  larger  with  each  uterine 
contraction.  Now,  there  is  a  considerable  resemblance  between 
the  circular  fibres  round  the  os  and  the  fibres  of  the  retraction 
ring,  and  what  causes  the  spasm  in  the  former  may  cause  it 
in  the  latter.  Spasmodic  contraction  of  the  os  is  generally 
supposed  to  be  due  to  an  irritant  which  acts  reflexly,  I  make 
this  suggestion,  but  I  must  confess  it  is  not  much  of  an 
explanation. 

Dicujnosis. — There  is  no  apparent  obstruction  to  the  advance 
of  the  head,  and  yet  the  labour  is  delayed,  although  the 
uterine  contractions  are  strong  and  frequent.  The  uterus  may 
be  in  a  tetanic  condition  without  any  relaxation  between  the 
pains.  On  palpating  the  abdomen,  you  will  find  that  the  head 
is  well  above  the  brim  of  the  pelvis,  and  you  cannot  push  it 
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down.  If  the  abdominal  wall  is  thin,  you  can  feel  the  ring, 
but  with  a  thick  wall  you  may  not  feel  it.  On  making  a 
vaginal  examination,  you  find  the  os  dilated,  and  the  lower 
uterine  segment  opened  up ;  but,  some  3  inches  or  so  above 
the  OS,  you  feel  a  distinct  ledge  running  round  a  portion  or  the 
whole  of  the  uterine  cavity  in  front  of  the  head.  During  a 
pain,  this  ledge  does  not  relax,  but  it  becomes  more  prominent 
and  prevents  the  advance  of  the  head.  The  membranes  may 
or  may  not  be  ruptured.  If  they  are  intact,  they  protrude  into 
the  vagina,  and  they  may  even  be  seen  at  the  vulva. 

Prognosis. — If  the  condition  is  recognised  in  time,  both 
mother  and  child  should  be  saved ;  but  unfortunately  in  many 
of  the  recorded  cases  a  definite  diagnosis  was  only  made  when 
exhaustion  had  set  in,  and  there  was  little  chance  of  saving 
either  mother  or  child. 

Treatment. — If  the  child  is  alive,  I  am  convinced  that 
CfBsarean  section  is  the  proper  treatment.  Full  doses  of 
morphia  or  opium  have  been  recommended,  but  I  have  never 
seen  any  effect  in  causing  relaxation,  in  a  number  of  cases  in 
which  morphia  has  been  used  freely.  Manual  dilatation  has 
also  been  advised,  but  the  hand  is  powerless  in  such  cases. 
Incision  of  the  ring  has  been  advised,  but  it  would  be 
impossible  to  prevent  the  incisions  extending,  and  this  would 
end  in  rupture  of  the  uterus.  Hydrostatic  bags  are  useless,  as 
you  cannot  introduce  them  high  enough  to  bear  upon  the  ring. 
If  the  child  is  dead,  it  could  be  delivered  by  craniotomy, 
provided  you  have  an  instrument  which  will  enable  you  to 
make  powerful  traction.  If  the  shoulders  are  caught,  the 
clavicles  should  be  cut. 

(2)  Cases  in  which  the  detraction  Ring  forms  above  the 
Presenting  Head.. 

In  these  cases,  the  membranes  rupture  before  there  is  much 
dilatation  of  the  os,  or  even  before  labour  has  begun.     The  first 
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Stage  of  labour  is  very  prolonged,  and  by  the  time  the  os 
is  fully  dilated,  the  ring  has  formed  above  the  head  round  the 
neck  of  the  child.  There  is  no  descent  of  the  child,  because  the 
shoulders  are  obstructed  by  the  ring. 

The  case  from  which  the  specimen  I  show  was  obtained 
(Fig.  1)  was  probably  of  that  nature,  although  it  was  a  face 
presentation  with  the  chin  to  the  back.  The  pelvis  was  a 
very  ruumy  one,  and  there  was  no  reason,  so  far  as  the  pelvis 
was  concerned,  to  prevent  descent,  even  with  the  chin  in  a 
posterior  position.  However,  I  did  not  see  this  case  until  the 
patient  was  dying,  so  I  cannot  give  the  particulars  in  regard 
to  the  labour. 

The  following  cases  are  typical  examples  of  the  condition : — 

Case  I. — The  patient  was  a  multipara  with  a  roomy  pelvis. 
Her  previous  labours  had  been  easy  ones.  The  membranes 
ruptured  at  the  commencement  of  labour,  and  the  medical 
attendant,  Dr  Holmes,  gave  opiates  to  relax  the  cervix,  and 
waited  on  nature  to  cause  dilatation.  After  waiting  many 
hours,  he  found  the  pressure  was  beginning  to  tell  on  the  child, 
and  as  the  mother  was  showing  signs  of  exhaustion,  he  decided 
to  deliver  with  forceps.  The  os  was  not  quite  fully  dilated, 
but  full  dilatation  was  easily  effected  manually.  The  head  was 
high  up  in  the  first  position,  and  not  in  any  way  obstructed. 
He  applied  Milne  Murray's  axis  traction  forceps,  but  they 
slipped,  after  holding  well  for  some  time.  He  then  passed  his 
hand  in,  and  recognised  that  the  retraction  ring  was  firmly 
o-ripping  the  neck  of  the  child.  I  was  called  in  consultation 
with  Dr  Oliphant,  and  I  found  that  the  head  was  above  the 
brim  of  the  pelvis,  and  there  was  no  obstruction  below  it  to 
prevent  its  descent,  but  on  passing  my  hand  above  it,  I  found  the 
retraction  ring  was  gripping  the  neck  all  round.  I  had  never 
before  seen  such  a  complete  ring.  The  linger  tips  could  be 
pushed  between  the  neck  and  the  ring,  but  it  was  impossible  to 
dilate  it.  I  could  not  detect  any  foetal  heart  sounds,  but  Dr 
Holmes  thought  he  had  heard  thejn  shortly  before  my  arrival. 
We   discussed   the  propriety  of   doing   Cesarean   section,  but 


Fig.  1.— Partial  rupture  of  the  uterus.     Bandl's  ring  distinctly  seen  as  a  ledge 
round  the  interior.      The  rupture  is  below  the  ring. 
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decided  against  it,  as  there  seemed  very  little  chance  of 
saving  the  child,  and  the  condition  of  the  mother  was  not  very- 
favourable.  Under  deep  anaesthesia,  I  tried  axis  traction 
forceps  again,  but  they  again  slipped,  after  holding  well  for 
some  time.  I  then  perforated  the  head,  and  applied  my 
combined  instrument,  which  obtained  such  a  powerful  grip  of 
the  head  that  I  was  able  to  overcome  the  resistance  of  the  ring 
and  deliver  the  child.  There  was  no  bleeding  during  the  third 
stage  of  labour,  but  as  the  placenta  did  not  come  away  in  the 
usual  time,  and  supra-pubic  pressure  failed  to  dislodge  it,  I 
]>assed  my  hand  into  the  uterus,  and  found  that  the  placenta 
was  separated,  but  it  was  gripped  by  the  rhig.  It  was  a 
typical  case  of  hour-glass  contraction  of  the  uterus  during 
the  third  stage  of  labour.  I  removed  the  placenta,  and  gave 
-an  intra-uterine  douche.  The  patient  was  very  exhausted, 
but  with  free  stimulation  and  rectal  saline  injections,  she 
rallied  and  made  a  good  recovery. 

Case  II. — I  saw  this  case  in  consultation  with  Dr  Barras. 
The  patient  was  a  stout  i.-para  with  a  very  roomy  pelvis. 
During  her  pregnancy,  she  had  suffered  from  an  irritating 
vaginal  discharge,  which  was  treated  by  douching  and  swabbing 
out  the  canal.  For  several  days  before  the  actual  onset  of 
labour  she  had  complained  of  pains,  which  were  evidently 
false  ones,  as  no  dilatation  had  occurred.  When  labour  set  in, 
the  membranes  ruptured  early  and  the  dilatation  was  very 
slow.  After  a  good  many  hours,  the  patient  was  becoming 
exhausted,  so  Dr  Barras  decided  to  deliver  her.  The  head  was 
partly  fixed  in  the  brim  of  the  pelvis,  and  on  pushing  it  up  to 
pass  a  catheter,  a  gush  of  extremely  foul  liquor  amnii  came 
away.  The  odour  was  so  bad  that  the  anaesthetist  suggested 
that  surely  the  small  intestine  had  given  way. 

I  was  called  in,  and  found  the  head  partly  in  the  brim 
(L.O.A.),  and  it  was  not  obstructed  in  any  way.  The  stench 
from  the  liquor  amnii  was  very  overpowering.  I  emptied  the 
bladder  and  applied  Milne  Murray's  forceps,  and  with  consider- 
able difficulty  got  the  head  down,  but  not  quite  free  of  the 
vulva.     The  posterior  vaginal  wall  and  perineum  gave  way. 
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but  the  sphincter  ani  remained  intact.  It  was  quite  evident 
that  the  body  was  being  obstructed,  so  I  passed  my  hand  up 
by  the  side  of  the  head,  and  found  that  the  neck  was  tightly 
grasped  all  round  by  the  retraction  ring.  The  whole  uterus 
had  been  pulled  down,  so  the  ring  was  about  the  level  of  the 
brim.  I  could  get  the  tips  of  my  fingers  between  the  ring  and 
the  neck,  but  on  trying  to  dilate  the  ring,  I  could  make  no 
impression  upon  it,  and  my  hand  quickly  became  powerless. 
As  the  child  was  now  dead,  I  passed  a  crotchet  in  and  tore  the 
right  clavicle  out,  and  removed  the  right  arm.  Even  then  the 
body  would  not  come  through,  so  I  broke  the  clavicle  of  the 
other  side,  and  by  making  traction  with  the  crotchet  hooked 
into  the  chest,  and  pulling  on  the  head,  the  body  was  delivered. 
There  was  no  great  difficulty  with  the  placenta.  After  douching 
and  cleansing  the  parts,  I  repaired  the  vagina  and  perineum. 

The  patient  was  very  exhausted,  but  she  soon  rallied.  She 
passed  through  a  very  stormy  and  jDrolonged  puerperium,  but 
ultimately  recovered.  Septic  absorption  occurred  through  the 
vagina,  and  she  developed  a  pelvic  abscess  in  the  right  side 
which  burst  into  the  vagina.  I  dilated  the  sinus,  and  evacuated 
large  quantities  of  very  foul-smelling  pus  on  several  occasions ; 
but  it  was  impossible  to  get  free  drainage,  even  through  a  large 
vulcanite  tube.  Finally,  openings  had  to  be  made  in  two  places 
above  Poupart's  ligaments,  in  the  right  labium  majus  and  in 
the  thigh.  An  attempt  was  made  to  obtain  a  vaccine,  but  the 
bacteriologist  reported  that  there  was  such  an  enormous  growth 
of  bacteria  that  he  could  not  prepare  one.  The  uterine  cavity 
seemed  to  have  escaped  infection,  as  the  discharges  from  it 
remained  quite  normal.  The  septic  liquor  aninii  had  nothing 
to  do  with  the  formation  of  the  retraction  ring.  I  have  seen 
the  same  condition  in  several  other  cases,  where  the  membranes 
had  ruptured  at  the  commencement  of  labour. 

Causes. — The  membranes  rupture  before  there  is  any 
dilatation  of  the  os,  and  the  uterus  soon  gets  moulded  round 
the  child.  During  the  slow  dilatation  of  the  os,  retraction 
takes  place,  and  the  ring  forms  round  the  neck  of  the  child ; 
but  there  must  be  more  in  it  than  that,  because  we  see  many 
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cases  where  the  membranes  rupture  early,  and  many  hours 
elapse  before  the  os  is  fully  dilated,  and  yet  there  is  no 
obstruction  to  the  advance  of  the  body.  There  must  be  a 
determining  cause,  but  it  is  difficult  to  say  what  it  is. 

Diagnosis. — If  the  patient  is  thin,  palpation  will  reveal  the 
presence  of  the  ring.  Both  of  these  patients  were  too  stout  to 
allow  of  this.  An  internal  examination  reveals  that  the  head 
is  high  up,  but  it  is  not  obstructed,  and  on  passing  your  fingers 
beyond  the  head,  you  feel  the  distinct  ledge  in  front  of  the 
shoulders. 

Prognosis. — If  the  condition  is  recognised  early,  the  chances 
for  both  mother  and  child  should  be  good ;  but  if  it  is  only 
recognised  after  attempts  to  deliver  have  failed,  then  the 
prognosis  is  unfavourable,  especially  so  for  the  child. 

Treatment. — Opiates  seem  to  have  no  effect  in  causing 
relaxation.  In  Case  I.  several  doses  were  given  to  assist  the 
dilatation  of  the  os,  but  this  did  not  prevent  the  formation  of 
the  ring.  Manual  dilatation  I  have  found  useless.  If  the  forceps 
will  hold,  you  may  be  able  to  drag  the  shoulders  through,  but  in 
my  second  case  I  failed.  When  the  child  is  alive,  undoubtedly 
the  proper  treatment  is  Caesarean  section.  It  will  be  necessary 
to  divide  the  ring  to  allow  extraction  of  the  head,  as  occasionally 
has  to  be  done  in  contracted  pelves,  where  the  membranes  have 
been  ruptured  for  some  time  and  retraction  has  occurred. 
When  the  child  is  dead,  a  crushing  instrument  which  will  take 
a  powerful  grip  of  the  head,  such  as  my  combined  instrument, 
will  enable  you  to  drag  the  shoulders  through.  Division  of 
the  clavicles  will  facilitate  this.  Version  is  of  course  contra- 
indicated. 

(3)  Cases  in  which  the  Retraction  Ring  forms  in  Breech 
Presentations. 

When    the   legs   are   extended    in   a   breech    presentation, 
impaction  generally  occurs.     The  breech  comes  into  the  brim, 
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and  there  it  sticks,  although  strong  contractions  are  occurring. 
The  usual  explanation  that  is  given,  is  that  the  extended  legs 
act  as  splints,  and  prevent  lateral  flexion  of  the  body.  A  splint 
should  be  rigid,  and  it  should  be  firmly  fastened,  if  it  is  to 
prevent  movement.  I  fail  to  see  how  the  extended  legs  of  a 
child  fulfil  these  conditions.  Not  only  are  they  hinged  at  the 
knees,  but  they  are  fairly  flexible  sideways,  and  they  are  only 
firmly  fastened  at  the  hip  joints.  The  upper  end  of  the 
supposed  splint  is  not  firmly  fixed. 

When  the  legs  are  extended,  I  believe  that  the  true  cause 
of  the  impaction  is  the  retraction  ring  gripping  the  child 
behind  the  knees,  so  that  its  legs  and  feet  are  hitched  above 
the  ring.  In  these  cases,  the  membranes  rupture  early,  the 
whole  of  the  liquor  amnii  drains  away,  and  the  uterus  becomes 
moulded  round  the  child.  By  the  time  the  os  is  fully  dilated, 
the  ring  has  become  a  very  palpable  ledge  inside  of  the 
uterine  cavity,  and  with  each  uterine  contraction  it  contracts 
and  grips  the  child  so  firmly  that  descent  is  prevented.  I  have 
frequently  demonstrated  this  to  my  residents  in  the  hospital. 
In  two  instances  in  which  I  was  called  in  consultation,  after 
the  attendants  had  failed  to  deliver  by  traction  on  the  breech, 
both  of  the  men  told  me  that  they  had  found  a  ledge  inside 
the  uterus  which  was  causing  the  obstruction.  In  one  of 
these  cases,  the  attendant  had  tried  to  deliver  with  a  blunt 
hook,  using  all  his  strength,  but  had  failed.  When  I 
delivered  the  child  alive,  I  found  a  large  wound  in  its  groin 
which  I  had  to  stitch. 

Diagnosis. — When  the  breech  is  impacted,  always  suspect 
extension  of  the  legs,  and  pass  your  hand  in  along  the  front  of 
the  child,  and  you  will  feel  the  ledge.  You  may  be  able  to 
palpate  it  through  the  abdominal  wall,  but  it  can  be  recognised 
much  earlier,  and  more  easily,  by  an  internal  examination. 

Prognosis. — The  risks  to  the  mother  are  very  small,  if 
proper  precautions  are  taken;  and  to  the  child,  they  are  not 
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much  greater  than  in  an  ordinary  breech  case  which  requires 
artificial  delivery. 

Treatment. — Traction  upon  the  breech  hy  forceps,  fingers, 
fillets,  etc.,  is  of  little  use,  and  as  for  a  blunt  hook,  it  should 
never  be  used  on  a  live  child.  Have  the  patient  deeply 
iinfBsthetised,  then  pass  your  flattened  hand  in  carefully  along 
the  front  of  the  child  until  you  reach  a  foot,  then  sweep  it 
inwards  over  the  front  of  the  child  and  bring  it  down.  This 
must  be  done  with  care,  as  the  lower  uterine  segment  is 
thinned  out;  and  if  care  is  not  taken,  it  may  be  ruptured. 
When  the  leg  is  brought  down,  make  traction  upon  it,  and  get 
an  assistant  to  keep  up  firm  pressure  upon  the  fundus  of  the 
uterus  to  prevent  the  arms  going  up,  and  to  keep  the  head  well 
flexed.  If  the  arms  are  caught,  they  must  be  relieved  by 
sweeping  them  over  the  front  of  the  child,  and  the  after  coming 
head  must  be  dealt  with  in  the  usual  way. 

I  do  not  think  that  suiScient  attention  has  been  paid  to 
the  retraction  ring  as  a  cause  of  obstruction  in  labour,  and  I 
trust  the  subject  will  be  fully  discussed.  It  is  a  rare  compli- 
cation of  labour,  but  my  experience  shows  me  that  it  is 
commoner  than  is  generally  supposed,  I  have  seen  other  cases 
than  those  I  have  mentioned ;  and  in  looking  back,  I  can  recall 
a  number  of  extremely  difficult  cases  with  which  I  have  had 
to  deal,  which  puzzled  me  at  the  time,  but  which  I  now 
recognise  were  cases  of  this  kind. 


(2)  DISCUSSION  ON   THE    LOWER   UTERINE    SEGMENT 

IN  LABOUR. 

Opened  by  Dr  A.  H.  Freeland  Barbour. 

In  opening  the  discussion  let  me  refer  to  some  points  of 
interest  in  the  history  of  the  retraction  ring  and  lower  uterine 
segment,  point   out   some  of   the   difficulties  which   beset  the 
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anatomical  study  of  this  question  and  account  for  divergent 
views,  and  state  some  general  conclusions. 

The  term  "  lower  uterine  segment "  goes  back  soine  seventy 
years  to  the  Hahilitationsshrift,  or  graduation  thesis,  of 
Birnbaum  (1841).  His  observations  were  clinical  and  did  not 
rest  on  anatomical  data.  The  term  "  ring  "  came  into  obstetrics 
some  thirty-five  years  later,  when  the  famous  German 
obstetrician,  Bandl  (1876),  drew  attention  to  the  thinning  of 
the  lower  part  of  the  uterus  (cervix,  he  considered  it)  in 
obstructed  labour,  which  made  the  active  part  of  the  uterine 
muscle  stand  out  in  a  well-defined  edge  or  ring.  "  Contraction 
ring"  was  introduced  by  Schroeder  in  describing  his  Frozen 
Sections,  published  some  ten  years  later  (1886).  It  has  since 
been  replaced  by  the  term  "retraction  ring,"  which  is  more 
accurate,  as  it  describes  the  ring  in  terms  of  the  permanent 
retraction  of  the  muscle  which  persists  between  the  contractions. 

Bandl's  observations  were  based  on  clinical  study  supple- 
mented by  anatomical  data  from  uteri  removed  from  the 
body.  It  was  a  great  advance  when  the  anatomical  relations 
were  studied  on  frozen  sections,  which  showed  the  wall  of  the 
genital  tract  in  relation  to  the  foetus  and  to  the  bony  pelvis. 
Unfortunately,  the  first  frozen  section,  Braune's  classical  one 
from  the  beginning  of  the  second  stage  (1872),  brought 
confusion  into  the  study  of  this  subject,  from  his  labelling  a 
thickening  in  the  uterine  muscle  with  a  vein  in  it  as  the  "  os 
interum."  On  what  evidence  he  did  this,  he  did  not  know — 
as  Sanger  informs  us  in  a  paper  written  ten  years  later  (1882). 
This  led  obstetricians  on  a  wrong  track,  and  much  ingenuity 
was  expended  in  explaining  how  the  cervix  in  labour  became 
elongated  to  the  extent  that  the  placing  of  the  os  internum 
where  Braune  placed  it  would  imply.  Schroeder  rendered  this 
great  service,  that  he  showed  that  the  retraction  ring  developed 
at  a  higher  level  than  tlie  os  internum,  and  also  that  it  was 
present   in   normal  labour.     His   thesis   was   confirmed   by  a 
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section  described  by  Prof.  Webster  and  myself  (1890)  which 
has  this  interest,  that  it  represents  the  second  stage  as 
far  advanced  as  it  can  be  without  the  child  being  actually 
born,  and  that  it  was  from  a  case  of  normal  labour  (see 
Fig.  1).  Here  are  the  micro-photographs  of  the  cervix  and 
lower  segment  which  show  on  what  grounds  the  os  internum 
is  placed  where  it  is.  In  describing  these  I  advisedly  spoke 
of  the  "  region  of  the  os  internum,"  because  there  is  no  definite 
line  of  demarcation  between  the  uterus  and  cervix. 

A  section  published  more  recently  by  Bumm  and  Blumreich 
(1907,  see  Fig.  2)  seemed  to  traverse  the  conclusions  which 
this  section  warranted;  but  more  careful  investigation  shows 
that  in  their  section,  while  there  is  a  retraction  ring  at  the 
OS  internum,  the  cervix  has  become  abnormally  thin  posteriorly 
and  that  in  proportion  to  this  thinning  there  is  an  elongation 
which  we  must  consider  as  pathological.  This  drawing  (Fig.  2) 
shows,  placed  side  by  side,  the  wall  of  the  genital  tract  from 
Bumm  and  Blumreich's  case  and  from  my  own,  enlarged  to  the 
same  extent  for  the  sake  of  comparison.  It  brings  out  the 
difference  in  thickness  of  the  cervix  in  the  two  sections.  It 
is  evident  that  in  Bumm  and  Blumreich's  the  cervix  is  one- 
third  the  thickness  of  my  own,  corresponding  to  which  there 
is  an  increase  to  thrice  the  length. 

With  regard  to  the  difficulties  of  this  investigation  from  an 
anatomical  standpoint,  these  considerations  must  be  borne 
in  mmd  : — 

(1)  The  frozen  section  is  of  more  value  than  a  specimen  of 
the  uterus  alone.  AYe  require  to  see  the  uterine  wall  in  rela- 
tion to  the  foetus  to  eliminate  a  source  of  error  due  to  the 
uterine  wall  moulding  itself  on  the  foetus.  This  is  a  point 
which  the  study  of  frozen  sections  brings  out.  While  in  the 
first  stage  the  plastic  uterus  moulds  itself  on  surrounding 
structures,  in  the  second  stage,  after  the  liquor  amnii  has 
escaped,  it  moulds  itself  on  the  foetus.     A  post-mortem  specimen 


230      DISCUSSION   ON   THE   LOWEK   UTERINE   SEGMENT  IN   LABOUR. 

will  show  bulgings  of  the  uterine  wall  corresponding  to  depres- 
sions in  the  fcetus. 

(2)  Frozen  sections  give  only  the  naked-eye  appearances. 
Microscopic  examination  does  not,  however,  help  so  much  as  we 
inight  expect.  The  arrangement  of  the  muscular  fibre  is  hard 
to  determine.  Conclusions  from  the  examination  of  the  mucosa 
have  these  drawbacks:  (1)  The  os  internum  is  not  a  well- 
defined  region  even  in  the  pregnant  uterus ;  (2)  In  labour  the 
parts  are  bruised  and  the  epithelium  destroyed;  (3)  The 
presence  of  decidua  on  the  one  hand  and  of  the  fundi  of  the 
cervical  glands  on  the  other  forms  the  only  data. 

(3)  A  frozen  section  shows  only  what  was  present  in  one 
case :  therefore  we  have  to  fall  back  on  clinical  experience  to 
obtain  a  sufficient  number  of  observations  to  warrant  an  induc- 
tion. Here  we  are  against  another  difficulty,  that  of  deter- 
mining the  presence  or  absence  of  a  ring  and  of  "  placing "  it 
exactly  by  abdominal  palpation.  Anyone  who  has  tried  to 
localise  points  by  clinical  examination  will  appreciate  what  I 
mean. 

The  conclusions  which  I  should  draw  from  a  study  of  a 
great  many  frozen  sections  in  pregnancy  and  labour  are  the 
following:  (1)  A  retraction  ring  is  not  present  in  every 
specimen  ;  (2)  When  present  it  does  not  always  develop  at  the 
same  point.  Sometimes  it  is  low  down  at  the  os  internum,  as 
in  Bumm  and  Blumreich's  sections ;  more  frequently,  however, 
it  is  above  this  level.  (3)  We  may  say,  however,  that  in  the 
majority  of  cases  we  find  before  labour  begins  that  the  uterine 
wall  is  thinner  in  its  lower  part  anteriorly,  and  that  when 
labour  sets  in  this  portion  does  not  contract  and  retract  like 
the  rest  of  the  wall.  The  firm  attachment  of  the  peritoneum 
has  been  given  as  marking  the  upper  limit  of  the  lower 
segment,  but  this  holds  good  only  for  the  middle  lino.  At  the 
sides  this  firm  attachment  rises  in  a  curve  towards  the  insertion 
of  the  round  ligaments,  and  would  throw  into  the  lower  secjment 
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a  much  larger  area  at  the  sides  of  the  uterus  than  should  be 
included  in  it. 

Br  Barlour,  after  reading  his  paper,  said  he  considered 
the  retraction  ring  to  be  the  lower  edge  of  the  active  uterine 
muscle  rather  than  a  ring.  Prof.  Jardine's  valuable  contri- 
bution to  this  subject  raised  the  question  as  to  whether  all  cases 
should  be  described  as  a  "  retraction  ring,"  whether  some  cases 
should  not  rather  be  described  as  a  spasm  of  the  muscular  fibres 
at  the  OS  internum.  In  one  of  these  cases  the  membranes  were 
not  ruptured.  The  word  "  retraction  "  means  that  the  uterine 
muscle  has  retracted,  and  retraction  implies  the  removal  of 
the  contents  to  a  considerable  extent.  He  thought,  therefore, 
that  Prof.  Jardine  had  included  in  his  paper  two  classes 
of  cases:  those  in  which  there  was  a  spasm  of  the  circular 
ring  which  marked  the  os  internum,  and  those  in  which  a 
retraction  ring  had  formed  as  the  result  of  the  differentiation 
of  the  uterine  muscle  into  the  two  areas — the  upper  retracting 
part,  and  the  lower  part  (lower  uterine  segment)  which 
elongated.  -.i*«.««.-„H*-.,<"«-«-— 

DESCRIPTION  OF  PLATES. 

Fig.  1. — Genital  Tract  from  Author's  Case  that  died  towards  the 
end  of  the  Second  Stage. ^    ('): 

m,  Membranes,  attached  down  to  wavy  line  x  but  separated  below  ; 
2),  placenta ;  rr.,  retraction  ring ;  sp,  sacral  promontory ;  uvp,  utero- 
vesical  peritoneum ;  P2kI,  pouch  of  Douglas ;  nf,  ridge  corresponding 
to  neck  of  child ;  oi,  os  internum  and  oe,  os  externum,  cervix  being 
shaded  ;  b,  limit  of  bladder  behind  pubes  ;  w,  uretlii'a  ;  av,  2n>,  anterior 
and  posterior  vaginal  walls ;  r,  rectum ;  a,  stretched  anus ;  v,  vulva ; 
hp,  perineum  stretched. 

The  cervical  canal  measures  1'7  ins. anteriorly,  and  I'S  ins. posteriorly  ; 
the  membranes  are  still  attached  below  the  retraction  ring,  but  separ- 
ated lower  down  (Fig.  3). 

Fig.  2. — Genital  Tract  from  Bumm  and  Biumreich's  Case  that  died 
in  the  Second  Stage. 

'From  the  Author's  Atlm^  of  the  Anatomj/  of  Labour,  3rd  edition, 
Plate  XXIII.  (reduced  to  one-third). 
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The  placenta  is  on  the  anterior  wall,  and  comes  down  to  the  os 
internum. 

The  cervical  canal  measures  2 "2  ins.  in  front. 

The  uterus  shows  a  thinner  (less  retracted)  wall  at  the  fundus  and 
posteriorly  than  in  Fig.  1 ;  and  the  retraction  ring  is  less  developed. 
The  distance  between  it  and  the  posterior  lip  of  the  cervix  is  5  ins. ; 
and  over  the  greater  part  of  this  area  are  cervical  glands — cf.  Fig.  4 — 
and  free  membranes. 

Fig.  3. — Reproduction  of  micro-photograph  ^  of  posterior  wall  of 
lower  uterine  segment  and  cervix,  beginning  r25  cm.  below  retraction 
ring,  and  extending  to  the  os  externum  (reduced  ♦,  i.e.^  twice  the  size  of 
preparation),  taken  from  section  in  Fig.  1  — 

1.  and  2.  Membranes  (decidua  and  chorion)  unseparated. 
,  3.  Membranes  detached  and  unfolded. 

4.  Decidua. 

5,  6  and  7.  Cervical  Glands. 

8.  Os  externum. 

9.  Vaginal  epithelium. 
10.  Posterior  fornix. 

N.B. — The  os  internum  lies  between  4  and  5. 

Fig.  4. — Reproduction  of  micro-photograph  of  posterior  wall  of 
cervix  from  Bumm  and  Blumreich's  Section,  including  retraction  ring 
and  upper  lialf  of  stretched  cervix  (reduced  /jy,  so  as  to  bring  it  to  same 
scale  as  Fig.  3,  i.e.^  twice  the  size  of  preparation)  : — 

1.  Retracted  musculature  of  the  body. 

2.  Firm  attachment  of  the  membranes. 

3.  Boundary  line  between  musculature  of  body  and  cervix. 

4.  Beginning  of  cervical  glands. 

5.  From  here  downwards,  typical  cervical  glands. 

6.  Detached  membranes  (amnion  and  chorion). 

7.  Stretched  cervical  musculature. 


Br  Berry  Hart  thought  that  the  discussion  had  been  opened 
by  Prof.  Jardine  and  Dr  Barbour  in  an  eminently  satisfactory 
manner.  Both  were  authorities  on  the  aspects  of  the  question 
they  discussed,  and  the  result  of  their  opinions  helped  much  in 
putting  the  difficulty  of  the  relations  of  the  lower  uterine  seg- 
ment and  cervical  canal,  during  labours,  in  a  much  less  obscure 
position  than  formerly. 

1  From  the  Author's  Atlas,  3rd  edition,  Plate  XXIV. 
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He  was  inclined  to  put  more  stress  on  the  naked-eye  speci- 
mens than  on  the  microscopical  examination,  although  the 
latter  was  of  course  valuable.  The  boundary  of  the  cervical 
canal  in  the  full-time  pregnant  uterus  must  vary,  and  decidual 
cells,  if  not  decidual  tissue,  were  found  in  the  genital  and 
peritoneal  tract  in  many  positions  owing,  of  course,  to  the 
action  of  the  internal  secretion  and  the  corpus  luteum. 

One  must  keep  in  mind  that  one  might  have  a  circular 
muscular  ridge  occurring  in  other  parts  of  the  developed  lower 
uterine  segment  and  cervical  canal,  but  the  normal  or  abnor- 
mally high  retraction  ring  was  usually  at  the  upper  limits 
of  the  former.  He  showed  a  microscopical  section  of  the 
anterior  uterine  wall  of  a  post-parhim  uterus,  where  the  patient 
died  immediately  after  delivery:  it  was  from  a  case  of  placenta 
prsevia  in  an  elderly  primipara  with  rigid  cervix.  It  showed 
the  thick  retracted  muscle  of  the  corpus  uteri,  the  circular  vein, 
lower  uterine  segment,  cervical  canal,  and  part  of  the  vaginal 
wall  in  a  perfectly  clean  and  almost  diagrammatic  manner.  It 
was  of  special  interest  to  note  that  the  peritoneum  over  the 
lower  uterine  segment  had  floated  off,  and  was  only  attached  by 
a  few  strands  of  connective  tissue,  but  that  the  peritoneum  over 
the  corpus  was  entirely  unseparated.  This  showed  the  value 
of  the  loose  peritoneal  attachment  as  a  means  of  defining 
anatomically  the  lower  uterine  segment  at  and  near  the  middle 
line  anteriorly  in  a  very  clear  manner. 

He  had  seen  clinically  one  undoubted  case  of  "  spasm "  of 
the  retraction  ring  where  it  grasped  the  neck  of  the  child  and 
prevented  turning.  The  spasm  yielded  to  chloroform  and 
forceps. 

One  might  look  on  the  lower  uterine  segment  as  the 
"  tendon  "  of  the  corpus,  and  the  longitudinal  arrangement  of  the 
muscular  fibres  with  the  dense  connective  tissue  between  them 
favoured  this  view. 

The  "  retraction  ring  "  had  an  important  function  in  normal 
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labour  as  it  moulded  and  elongated  the  foetus,  and  it  was  from 
this  mainly  that  the  child  was  normally  born  by  a  process  of 
undoing  of  its  primitive  attitude  and  sausage-like  compression. 
Thus  when  the  head  was  "crowning"  the  perineum  the  breech 
was  still  at  or  near  the  level  it  occupied  at  the  beginning  of  the 
first  stage.  When  the  circular  vein  was  in  the  substance  of 
the  "  retraction  ring  "  it  was  protected  from  obliteration  during  a 
pain  and  drained  off  the  blood  expelled,  during  a  pain  of  the 
body,  into  the  lower  part  of  the  genital  tract,  renderiug  it 
succulent  and  favouring  distention  of  the  parts  there. 

As  therapeutic  agents  in  relaxing  a  spasmodic  "  ring"  nitrite 
of  amyl  might  be  kept  in  mind,  although  deep  aucesthesia  with 
chloroform  should  always  be  our  first  remedy  tried. 

Prof,  Jardine's  cases  of  arrest  of  incomplete  breech  cases 
owing  to  spasm  of  the  "ring"  were  interesting.  A  splint-like 
action  of  the  extended  limbs  had  been  brought  forward  as  the 
cause ;  but  between  the  two,  it  was  difhcult  to  say  which  was 
the  more  improbable.  He  hoped  Dr  Jardine  would  be  able  to 
prove  his  new  point  by  additional  cases. 

Br  Oliphant  NicJwlson  was  also  very  much  interested  in 
both  the  papers.  It  was  very  unfortunate,  he  thought,  that 
there  was  such  a  confusion  in  the  use  of  the  terms  contraction 
and  retraction  in  regard  to  uterine  action.  One  could,  correctly 
enough,  speak  of  the  retraction  ring  of  Bandl,  because  this  ring 
was  formed  as  the  result  of  a  labour  which  was  hopelessly 
obstructed.  But  cases  such  as  Professor  Jardine  had  described 
were  different,  and  he  thought  "  contraction  "  ring  was  a  better 
term  to  use  than  "  retraction  "  ring.  There  was  a  recent  paper 
in  the  Clinical  Journal  by  Dr  Clifford  White,  entitled  "The 
Contraction  Eing  as  a  cause  of  Dystocia,"  and  this  seemed  to 
be  the  most  correct  word  to  use.  Dr  Nicholson  agreed  with 
Dr  Barbour  that  one  could  not  speak  of  retraction  of  the  uterus 
unless  the  membranes  were  actually  ruptured,  or  at  any  rate 
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well  pushed  down  through  the  open  cervical  canal.  When  one 
talked  of  hour-glass  contraction  of  the  uterus  as  a  cause  of 
retained  placenta,  it  might  really  be  more  accurate  to  call  it 
retraction.  He  thought  that  a  "  contraction  "  ring  might  occur 
in  any  hollow  non-striped  muscular  organ,  if  there  was  an 
unusually  powerful  contraction  of  the  circular  fibres  at  a 
certain  part.  Then  there  would  be  a  localised  thickening  of 
the  muscular  wall  of  the  organ — a  contraction  ring.  There 
was  quite  a  definite  type  of  constipation,  particularly  in  women, 
which  was  due  to  a  contraction  ring  at  the  upper  part  of  the 
rectum.  The  mass  of  faeces  was  absolutely  "  held  up,"  and  yet 
there  was  no  real  obstruction.  Such  contraction  rings  might 
occur  higher  up  in  the  intestine  also,  and  Dr  Barbour's 
suggestion  that  in  the  case  of  the  uterus  these  obstructing 
rings  were  perhaps  partly  spasmodic  in  character  seemed  quite 
a  useful  one. 

With  regard  to  treatment  he  should  have  thought  that  the 
most  likely  drug  to  be  of  use,  if  one  dared  to  give  enough  of  it, 
would  be  atropine  or  belladonna.  If  there  was  any  truth  in 
what  Dr  Murray  of  Newcastle  said,  that  belladonna  could  so 
fully  relax  a  bile  duct  or  a  ureter  as  to  allow  a  stone  to  pass, 
painlessly,  then  one  might  hope  to  cause  relaxation  of  such  a 
ring.  Another  drug  that  might  be  useful  was  cocaine,  for 
cocaine  had  a  very  extraordinary  action  upon  a  rigid  cervix, 
when  applied  locally  as  a  10  per  cent,  solution  on  a  1jit  of 
cotton  wool. 

Dr  James  Bitchie  had  listened  with  great  interest.  It 
seemed  to  him  that  there  were  two  questions  before  them. 
The  first  is  the  relation  of  the  retraction  ring  to  the  os 
internum.  He  did  not  agree  with  Dr  Nicholson  that  contrac- 
tion is  the  better  term — if  there  is  a  contraction  of  the  uterus 
it  may  again  dilate,  but  if  retraction  has  occurred  it  cannot 
dilate.     In    the    case    Prof.    Jardine    mentioned    there    was 
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retraction.  Does  not  the  retraction  ring  take  place  on  that 
part  of  the  uterus  where  the  circular  fibres  are  most  developed  ? 
Could  Dr  Barbour  say  whether  that  is  always  at  the  same 
place  with  relation  to  the  os  internum  ?  That,  it  seemed  to 
him,  would  determine  the  relation  of  the  retraction  ring  to  the 
OS  internum.  The  second  question  under  discussion  is,  what 
is  the  cause  of  the  retraction  ring  being  so  very  well  developed 
in  certain  cases  ?  Prof.  Jardine  detailed  a  case  in  which  there 
was  no  obstruction.  Dr  Eitchie  had  always  looked  upon  the 
formation  of  a  very  well-developed  retraction  ring  as  indicating 
some  obstruction,  because  it  is  more  common  in  obstructed 
labour.  In  a  case  such  as  recorded  by  Prof.  Jardine,  was  there 
not  some  abnormality  about  the  nervous  mechanism  of  the 
uterus  which  regulates  its  rhythmical  contraction,  and  which 
is  called  the  polarity  of  the  uterus  ?  When  the  uterus  contracts 
regularly  and  well,  there  is  first  contraction  of  the  os  internum 
and  then  as  the  contraction  extends  to  the  fundus  a  relaxation 
of  the  OS.  When  the  polarity  of  the  uterus  is  interfered  with 
from  any  cause,  the  os  does  not  relax  in  the  ordinary  way ;  may 
the  same  failure  higher  up  lead  to  a  permanent  contraction 
at  what  is  termed  the  retraction  ring  ? 

As  regards  treatment,  both  Dr  Nicholson's  proposal  and 
Dr  Hart's  were  quite  worth  a  trial ;  belladonna  seemed  to 
him,  however,  much  more  useful. 

Dr  Lamond  Lackie  was  also  much  interested.  Certainly 
he  had  never  seen  any  case  exactly  similar.  He  was  absolutely 
certain  he  had  never  seen  a  case  of  retraction  ring  forming  in 
front  of  the  presenting  part,  and  when  behind  one  probably 
did  not  recognise  it.  In  that  respect  Prof.  Jardine's  paper 
was  very  useful.  In  future  cases  one  would  be  inclined  to 
search  for  this  condition.  In  Prof.  Jardine's  case  with  severe 
spasm,  was  there  also  corresponding  spasm  of  the  rest  of  the 
uterus  ?     One  had  of  course  seen  cases  where  there  has  been  a 
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distinct  tonic  spasm  of  the  whole  uterus,  but  one  wondered 
whether  these  cases  were  more  confined  to  the  ring  than  the 
body  of  the  uterus.  Like  Dr  Barbour,  he  was  interested  in 
this  condition  occurring  in  cases  where  the  membranes  are 
not  ruptured.  Lastly,  he  would  like  to  ascertain  from  Prof. 
Jardine  if  he  has  ever  seen  cases  where  the  body  of  the  uterus 
remains  flaccid  and  soft,  the  lower  uterine  segment  remaining 
soft  and  flaccid,  but  where  there  is  a  marked  contraction  of 
the  retraction  ring  ?  That  must  be  very  very  rare,  but  he  had 
seen  it  referred  to  in  books. 

Dr  Kcppie  Patcrson  remarked  that  they  had  had  a  splendid 
field  night.  The  ]3apers  and  specimens  gave  rise  to  a  great 
deal  of  fresh  thought.  He  believed  the  hour-glass  contraction 
mentioned  by  Dr  Lackie  was  the  result  of  the  administration 
of  ergot  before  the  child's  head  was  down.  He  had  an  example 
of  that  when  assistant  in  Birkenhead.  He  was  sent  for  by  a 
practitioner  some  miles  off  and  told  to  bring  his  axis-traction 
forceps.  An  hour-glass  contraction  was  present.  The  medical 
man  had  given  ergot;  there  was  no  trouble  at  all  with  the 
labour,  but  he  evidently  wanted  to  get  it  done  quickly.  The 
patient  was  under  chloroform  and  axis  -  traction  was  put 
on.  The  forceps  slipped.  Eemembering  Prof.  Simpson's 
teaching,  he  thought  it  was  a  serious  state  of  matters ; 
other  assistance  was  sent  for.  This  occupied  about  three 
hours,  and  the  patient  was  kept  under  chloroform  all 
the  time.  The  contraction  had  relaxed  by  this  time  and 
turning  was  easily  performed.  Again,  just  recently  he  had 
met  with  a  very  good  retraction  ring  in  an  elderly  primi- 
para  who  had  a  very  long  first  stage  owing  to  rigid  os. 
There  was  an  enormous  child,  and  on  passing  u^)  the  hand 
the  retraction  ledge  was  quite  distinctly  felt.  The  forceps 
slipped  again  and  again.  Eventually  craniotomy  had  to  be 
done  on  account  of  the  enormous  size  of  the  child ;  he  did  not 
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think  the  retraction  ring  in  that  case  had  anything  to  do  with 
the  difficulty. 

What  is  the  cause  of  this  retraction  ring  ?  Probably  one 
would  consider  it  a  condition  akin  to  cramp  in  the  legs,  where 
there  was  deficient  venous  outflow  due  to  varicose  veins.  He 
had  a  case  where  a  woman  had  varicose  veins  in  the  legs 
removed  and  had  attacks  of  cramp  at  night  after  walking  a 
mile  or  two.  As  had  been  pointed  out,  this  retraction  ring 
occurs  at  the  circular  vein,  indicating  that  there  was  some 
irritating  material  lodging  in  this  vein  and  setting  up  a  tonic 
spasm  in  this  portion. 

As  regards  treatment,  in  the  case  he  had  quoted,  he  could 
not  say  whether  it  was  the  pushing  of  the  chloroform  which 
had  relaxed  the  spasm,  or  only  that  time  was  given  for  the 
ergot  to  be  washed  out  of  the  uterus  by  the  blood.  He 
suggested  that  Dr  Nicholson  should  be  very  careful  in  using 
cocaine;  10  per  cent,  of  cocaine  is  a  little  risky  where  there 
may  be  absorption.  Some  patients  have  very  severe  symptoms 
after  it.  He  had  known  of  poisoning  symptoms  arise  after 
spraying  cocaine  in  the  nose.  In  that  case  the  radial  pulse 
was  like  a  very  fine  cord;  there  was  most  intense  spasm  of 
the  muscular  coat. 

Dr  John  MGihbon  had  enjoyed  the  papers  exceedingly. 
He  was  much  impressed  with  what  Dr  Lackie  had  just  said, 
namely,  that  probably  a  great  many  of  these  cases,  especially 
where  the  retraction  ring  forms  behind  the  presenting  part, 
are  not  recognised.  If  this  paper  teaches  anything,  it  must 
teach  that  the  retraction  ring  as  an  obstacle  in  labour  must  be 
more  frequent  than  clinically  they  were  aware. 

As  to  Dr  Nicholson's  suggestion  of  tlie  value  of  atropine, 
he  had  tried  it  in  one  case  with  apparent  success,  at  all  events 
within  half  an  hour  the  spasm  subsided ;  but,  of  course,  one 
must  remember  that  at  the  same  time  one  was  dealing  with 
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a  patient  under  chloroform,  and  therefore  he  did  not  think  it 
would  be  quite  right  to  infer  that  the  success  was  entirely  due 
to  the  atropine. 

He   briefly  related   a   case   which   he   had   seen   with   Dr 

Robertson  last  year,  where  there  was  formed  what  at  the  time 

he  took  to  be  a  true  retraction  ring.     The  patient,  a  multipara, 

had  had  pains  for  about  twelve  hours ;  she  was  seen  at  8  or  9 

o'clock   at   night  when   there  was   active   uterine   contraction 

going  on.     On  examination  no  evidence  of  any  vaginal  cervix 

could  be  found  [it  had  been  amputated  about  a  year  before,  and 

there  was  total  occlusion  of  the  os],  and  both  Dr  Eobertson 

and  Dr  Mowat  had  examined  with  the  same  result.     As  the 

patient   was    having    violent    uterine    contractions,   Ctesarean 

section  seemed  the  best  course  to  follow,  especially  as  there 

was  palpable  through  the  abdomen  this  well-marked  constricting 

ring.     She  was  removed  to  the  Women's  Hospital  in  Archibald 

Place  to  have  the  operation  done.     She  was  very  feeble  and 

had  bronchitis,  and   a  mitral  lesion  which   rendered  delivery 

urgent.     He  remarked  at  the  time  to  Dr  Angus  Macdonald, 

who  was  assisting,  that  the  ring  appeared  to  be  a  true  retraction 

ring,  and  was  found   passing  round    the   uterus  some  inches 

above  the  level  of  the  external  os.     He  would  like  to  know 

from  Prof.  Jardine,  considering   that   in   this  case  absolutely 

no  dilatation  had  occurred,  whether  he  would  apply  the  term 

retraction  ring  to  this,  or  simply  regard  it  as  a  constricting 

ring   of   spasmodic   nature  ?     It   must    be   somewhat   rare   to 

require  to  do  Cesarean  section  on  account  of  total  occlusion  of 

the  OS,  but  as  it  was  obvious  that  delivery  was  urgent  and  an 

impending  rupture  threatened,  it  seemed  the  right  course  to 

follow. 

Dr  Young  had  very  little  to  add  to  what  had  already  been 
said.  Clinically  his  experience  of  the  subject  was  very  limited, 
and  he  could  not  contribute  anything  of  importance.     Perhaps 
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as  one  of  the  younger  members  he  might  be  allowed  to  say  that 
he  did  not  think  he  had  ever  listened  to  a  paper  of  a  more 
fascinating  nature  than  that  of  Prof.  Jardine's. 

As  regards  the  anatomical  side  of  the  question,  it  was  most 
interesting  to  hear  that  both  Dr  Barbour  and  Dr  Berry  Hart 
attached  more  importance  to  the  naked-eye  examination.  The 
specimen  Dr  Eardley  Holland  intended  to  show,  and  which  he 
(Dr  Young)  had  had  the  opportunity  of  examining,  was  one 
which  was  preserved  in  formalin,  and  in  such  a  manner  as  to 
enable  one  to  examine  it  more  carefully  from  the  microscopical 
aspect.  It  was  on  the  strength  of  the  microscopic  examination 
especially  that  Dr  Holland  was  going  to  describe  the  specimen. 
One  could  distinguish  very  clearly  in  the  specimen  that  the 
cervical  tissue  was  distinctly  present  right  up  to  the  level  of 
the  retraction  ring — the  ends  of  the  cervical  glands  were 
evident  Whether  or  not  the  cervix  was  abnormally  thinned, 
as  it  was  in  the  section  which  Bumni  described,  he  really  could 
not  say. 

Dr  Willcox  thanked  Prof.  Jardine  for  his  paper.  He  was 
particularly  interested  in  this  subject,  because  on  6th  March  he 
was  fortunate  in  having  a  case  presenting  a  marked  retraction 
rino-.  In  following  the  case  out  he  thought  the  retraction  ring 
was  more  due  to  the  prolonged  nature  of  the  labour.  The 
patient  was  a  primipara,  tet.  about  32,  and  labour  extended 
about  thirty  hours.  At  the  time  the  retraction  ring  was 
distinctly  marked,  the  abdomen  was  particularly  flaccid. 
Under  chloroform  there  was  some  improvement.  He  had  tried 
treatment  by  stimulation  by  pituitary  extract;  whether  this 
aided  the  muscle  he  was  not  prepared  to  say.  The  child  was 
dead ;  he  applied  forceps  twice  and  got  very  little  result,  and 
eventually  the  posterior  vaginal  wall  and  the  rectum  were 
ruptured  very  badly,  but  the  patient  made  a  satisfactory 
recovery.     It  struck  him  as  possible  that  it  was  to  some  extent 
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a  sliding  down  of  that  part  of  the  uterus  round  the  neck  of  the 
child  because  of  the  flaccidity  of  the  upper  part  of  the  abdomen, 
which  remained  almost  as  an  oedematous  ring  about  the  region 
of  the  neck ;  this  oedematous  ring  was  undone  at  the  time 
the  pituitary  extract  raised  the  tone.  That  condition  is 
hardly  a  spasm,  and  hence  the  pituitary  treatment  is  more 
likely  to  be  useful.  Pushing  atropine  to  the  extent  of  relaxing 
contraction  is  very  dangerous,  and  would  induce  post-partum 
haemorrhage. 

It  was  with  extreme  interest  he  had  listened  to  the  two 
papers. 

The  President,  before  asking  Prof.  Jardine  to  reply, 
thanked  him  in  the  name  of  the  Society  for  his  interesting 
paper,  and  at  the  same  time  thanked  Dr  Barbour  for  his  lucid 
contribution  to  the  discussion.  The  whole  discussion  had  been 
most  instructive  and  valuable,  and  he  was  glad  so  many  had 
joined  in  it.  They  all  regretted  very  much  the  absence  of  Dr 
Eardley  Holland. 

Dr  Barbour's  views  on  the  lower  uterine  segment  are  now 
practically  universally  recognised  as  correct,  and  he  was 
certainly  to  be  congratulated  on  the  accuracy  of  his  observa- 
tions. Dr  Barbour  had  clearly  differentiated  between  the 
retraction  ring  and  the  internal  os.  It  was  to  be  remembered, 
however,  that  a  retraction  ring  might  develop  as  a  result  of 
muscular  spasm  at  any  level  of  the  uterus,  and  its  position 
could  not  therefore  be  regarded  as  necessarily  a  constant  one  in 
obstructed  labour.  He  had  seen  one  case  where  the  uterus 
contracted  round  the  child's  neck  in  a  breech  case;  forcible 
pulling  caused  rupture  of  the  uterus,  the  tear  extending  almost 
up  to  the  fundus,  and  by  the  time  he  saw  the  patient  she  was 
in  a  moribund  condition. 

The  danger  of  the  administration  of  nitrite  of  amyl  was 
the  subsequent  uterine  atony  in  the  third  stage. 

Q 
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At  this  late  hour  he  would  not  detain  them  any  longer,  but 
would  call  upon  Prof.  Jardine  to  reply. 

Frof.  Jardine  said  that  he  could  not  add  much  to  what  he 
had  stated  in  his  paper.  Dr  Barbour  had  said  that  some  of 
the  cases  given  were  probably  not  examples  of  the  retraction, 
ring.  That  might  be  so,  but  undoubtedly  they  were  cases  in 
which  a  distinct  ring  had  formed  and  had  gripped  the  child  and 
prevented  its  advance.  From  a  clinical  point  of  view,  it  did 
not  matter  whether  it  was  the  retraction  ring  or  some  other 
part  of  the  uterus  which  had  caused  the  obstruction. 

In  reply  to  Dr  Lamond  Lackie  he  stated  that  he  had  not 
found  the  upper  part  of  the  uterus  relaxed  in  any  of  the  cases- 
he  had  seen.  In  some  recorded  cases  the  uterus  had  been^ 
rigidly  contracted  throughout. 

In  regard  to  the  cases  in  which  the  ring  had  formed  before 
the  presenting  head,  he  was  quite  sure  that  it  had  not  formed" 
at  the  internal  os.  In  his  own  case  the  membranes  were  not 
ruptured,  and  this  had  been  observed  before.  To  say  that  it 
was  impossible  for  the  uterus  to  retract  before  the  membranes 
were  ruptured,  he  was  quite  convinced  was  incorrect. 

One  speaker  had  mentioned  a  case  where  the  external  os 
was  closed  and  Csesarean  done.  He  was  sorry  the  gentleman 
had  left  the  meeting,  because  he  wished  to  ask  why  the  opera- 
tion had  been  done. 

Br  Angus  Macdonald  said  that  in  the  case  there  had  been, 
a  rupture  of  the  uterus. 

Prof.  Jardine. — From  the  speaker's  remarks  he  had  not 
understood  that.  Personally  he  had  seen  half  a  dozen  of 
these  cases  of  occlusion  of  the  os;  and  in  all  of  them,  all  that 
was  necessary  was  to  make  a  crucial  incision  in  the  situation  of 
the  OS  and  deliver  through  the  natural  passages. 

With  regard  to  the  use  of  drugs  to  relax  the  ring,  morphia 
was  the  only  one  he  had  tried,  and  it  had  had  no  effect.     Nitrite- 
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of  amyl  might  be  useful.  He  thought  that  as  deep  chloroform 
anaesthesia  did  not  relax  the  ring,  there  seemed  little  hope  of 
any  drug  being  useful  as  time  was  necessary  for  the  effect  of 
most  drugs,  and  in  such  cases,  time  for  the  drugs  to  act  could 
not  be  allowed.  In  all  cases,  except  in  those  in  which  the 
breech  presented,  he  would  advise  Csesarean  section. 

Dr  Berry  Hart  seemed  to  think  that  the  explanation  of  the 
ring  causing  the  obstruction  in  impacted  breech  cases  was 
fantastical.  In  reply  to  that  he  would  ask  Dr  Hart  to  carefully 
examine  the  next  case  he  had  of  obstructed  breech  with  the  legs 
extended.  In  regard  to  the  splint  action  of  the  legs  preventing 
lateral  flexion  of  the  body,  he  had  no  belief  in  it. 

He  thanked  the  Fellows  for  the  cordial  reception  that  they 
had  given  to  his  paper.  The  subject  was  one  which  had  not 
received  the  attention  it  deserved. 


VI.  A  UTERUS  FROM  A  PATIENT  WHO  DIED  DURING 
OBSTRUCTED  LABOUR:  WITH  MICROSCOPICAL 
SECTIONS  THROUGH  THE  LOWER  UTERINE 
SEGMENT.     {Held  as  read.) 

By  Eardley  Holland,  M.D.,  of  London. 

The  present  specimen  forms  an  important  contribution  to  the 
controversial  question  of  the  structures  entering  into  the 
formation  of  the  lower  uterine  segment,  since  the  microscopical 
preparations  are  clear  and  convincing. 

The  patient  was  a  multipara,  and  some  of  her  other  labours 
had  ended  in  diflBcult  instrumental  delivery.  The  present 
labour  commenced  at  full  term ;  after  it  had  lasted  for  thirty 
hours,  and  forceps  had  been  several  times  applied  unsuccess- 
fully, she  was  sent  into  hospital,  where  she  arrived  undelivered 
and  extremely  collapsed.  Every  effort  was  made  to  resuscitate 
her,  but  she  died  whilst  preparations  were  being  made  to 
perforate  the  foetal  head.     Clinically  she  presented  the  typical 
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signs  of  tonic  contraction  of  the  uterus  consequent  on  obstructed 
labour.  The  retraction  ring  was  well  marked,  running  trans- 
versely just  beneath  the  umbilicus.  The  pelvis  was  empty, 
and  the  foetal  head  was  felt  lying  completely  above  the  brim. 
There  was  no  marked  pelvic  contraction.  The  post-mortem 
examination  was  made  within  eighteen  hours.  The  organs  of 
the  body  were  healthy.  There  was  no  rupture  of  the  uterus, 
and  no  blood  in  the  peritoneal  cavity.  The  height  of  the 
retraction  ring  above  the  symphysis  pubis  was  found  to  be 
11'3  cms.  The  lower  end  of  the  vagina  was  extensively 
lacerated. 

The  specimen  was  prepared  in  the  following  way.  The 
broad  ligaments  in  the  paravaginal  tissues  were  clamped,  and 
the  uterus  and  vagina  removed  entire :  a  5  per  cent,  solution 
of  formalin  in  normal  saline  fluid  was  then  transfused  into 
the  uterine  arteries  through  a  cannula.  A  cannula  was  also 
passed  through  the  fundus  into  the  cavity  of  the  uterus, 
through  which  the  same  solution  was  allowed  to  flow  for  a 
considerable  time  at  low  pressure ;  the  uterus  did  not  become 
distended,  for  the  solution  escaped  fairly  readily  through  the 
vagina.  The  whole  specimen  was  suspended  for  a  week  in 
the  same  solution,  and  the  uterus  was  then  bisected  in  the 
sagittal  plane  with  a  sharp  knife. 

Description  of  the  Specimen. — The  specimen  consists  of  the 
uterus  and  of  the  vagina,  all  but  the  lower  third  :  the  retraction 
ring  is  well  defined  as  a  ridge,  running  transversely  around 
the  uterus,  and  situated  with  reference  to  the  foetus  between 
the  trunk  and  the  head.  The  vertical  distance  between  the 
fundus  uteri  and  the  ring  measures  2.3-5  cms.  Above  the 
ring  the  walls  of  the  uterus  are  thick,  though  not  uniformly ; 
the  thickest  part  is  on  the  posterior  wall,  just  above  the  ring, 
and  measures  1-4  cms. ;  the  thinnest  is  at  the  fundus,  and 
measures  0-6  cms.  Below  the  ring,  the  uterus  forms  part  of  a 
thin-walled  canal,  continuous  with  the  vagina.     The  thickness 
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of  the  wall  here  measures  about  0-3  cms.  The  ring  lies  3-4 
cms.  above  the  utero-vesical  peritoneal  reflection.  In  the  part 
of  the  uterine  wall  forming  the  ring  large  blood  spaces  are 
seen.  The  lower  edge  of  the  amnion  comes  to  within  4*5  cms. 
of  the  ring.  Nowhere  is  there  macroscopical  evidence  of  the 
OS  externum,  but  the  surface  appears  uniformly  smooth  from 
just  below  the  ring  down  to  the  lower  end  of  the  vagina.  (Figs. 
1  and  2.) 

The  cause  of  obstruction  is  extremely  interesting,  and  was 
only  apparent  after  the  uterus  had  been  opened,  and  the  foetus 
examined.  In  the  first  place,  although  the  foetal  head  was  a 
large  one.  with  a  circumference  of  40,  and  an  occipito-f rental 
diameter  of  12'5  cms.,  the  pelvis  was  not  unduly  contracted. 
The  true  conjugate,  measured  after  removal  of  the  uterus,  was 
a  good  10  cms.  The  obstruction  was  due  to  shortening  of  the 
umbilical  cord  from  being  wound  around  the  foetus.  The  cord, 
after  leaving  the  placenta,  passed  three  times  around  the  neck 
of  the  foetus,  and  then  passed  below  the  right  shoulder,  around 
the  buttocks  to  the  umbilicus.  Where  the  cord  encircles  the 
neck  of  the  foetus,  it  is  thin  and  stretched  to  the  size  of  an 
ordinary  piece  of  tape,  and  the  neck  of  the  foetus  is  markedly 
constricted.  This  fact,  in  itself,  is  of  sufficient  interest  to  make 
the  specimen  a  remarkable  one.  The  placenta  was  nowhere 
detached. 

For  the  purposes  of  microscopical  examination,  three  strips 
comprising  the  whole  thickness  of  the  uterine  wall  were  taken, 
two  from  the  anterior,  and  one  from  the  posterior  wall.  The 
first  strip  from  the  anterior  wall  is  9-5  cms.  long,  and  com- 
mences 2  "3  cms.  above  the  ring.  The  second  strip  is  a  continua- 
tion downwards  of  the  first,  and  measures  9  cms.  The  strip 
from  the  posterior  wall  is  9"4  cms.  in  length,  and  commences  at 
a  point  2-5  cms.  above  the  ring.  The  strips  were  embedded  in 
paraffin,  and  a  number  of  serial  sections  were  made.  The 
histological  details  of  the  surface  in  contact  with  the  foetus 
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have  been  spoiled  by  pressure,  by  extravasation  of  blood,  and 
also,  no  doubt,  by  injury  from  the  forceps.  Nevertheless,  except 
from  the  loss  of  superficial  epithelium,  the  details  are  sufficient 
for  the  present  purpose,  for  the  cervical  glands,  with  intact  and 
well-staining  epithelium,  are  clearly  demonstrable.  (Figs.  3 
and  4.) 

Commencing  with  the  anterior  wall,  cervical  glands  are 
seen  to  extend  from  a  point  0"4  cms.  below  the  ring  downwards 
for  a  distance  of  4"4  cms.  At  the  point  where  the  glands  cease 
below,  there  is  no  indication  of  an  os  externum,  but  the 
wall  suddenly  becomes  slightly  thicker,  and  the  vagina  is 
characterised  from  the  thinner  cervical  wall  by  the  presence 
throughout  its  entire  length  of  many  dilated  blood  -  vessels. 
Thus,  on  the  anterior  wall,  the  distance  from  the  ring  to  the 
site  of  the  os  externum  measures  4'8  cms.,  of  which  all  but 
0'4  cms.  bears  typical  cervical  glands,  and  is,  therefore,  cervix. 

Coming  now  to  the  posterior  wall,  cervical  glands  extend 
from  a  point  1*7  cms.  below  the  ring,  and  extend  downwards 
for  a  distance  of  2  "6  cms.  So,  on  the  posterior  wall,  the 
distance  from  the  ring  to  the  site  of  the  os  externvmi  measures 
4'3  cms.,  of  which  2*6  cms.  bear  cervical  glands.  At  the 
present  state  of  examination  of  the  specimen,  the  conclusions 
we  may  draw  are: — (1)  On  the  anterior  wall  the  length  of 
the  lower  uterine  segment  measures  4*8  cms.,  of  which  all  but 
0'4  cms.  consist  of  cervix,  an  amount  so  negligible  that  the 
lower  segment  may  here  be  considered  to  consist  entirely  of 
cervix.  (2)  On  the  posterior  wall  the  lower  segment  measures 
4'3  cms.,  of  which  2'6  cms.  bear  cervical  glands.  (3)  An 
anatomical  os  externvim  is  absent.  (4)  The  cervical  canal  is 
not  unduly  elongated ;  the  length  of  the  canal  at  the  full  term 
of  pregnancy,  and  also  during  normal  labour,  measures  between 
3  and  4  cms.  In  the  present  specimen,  the  length  of  the  whole 
lower  uterine  segment  measures  4'8  cms.  on  the  anterior,  and  4'3 
cms.  on  the  posterior  wall.     (5)  The  vagina  has  been  elongated 


Fig.  3.— Anterior  Wall. 
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Upper  limit  of 
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Fig.  4— Posterior  Wall. 
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to  an  enormous  extent.  The  actual  length  of  the  vagina 
cannot  be  estimated,  for  the  lower  third  was  lost  in  removing 
the  specimen.  All  we  can  say  with  certainty  is  that  the  upper 
•end  of  the  vagina  lies  6  5  cms.  above  the  symphysis  pubis. 

The  extreme  elongation  of  the  vagina  makes  it  probable 
that  a  greatly  elongated  vagina  enters  largely  into  the  forma- 
tion of  the  very  long  lower  uterine  segments  described  in  other 
specimens.  In  the  strip  of  uterus  removed  from  the  posterior 
wall,  the  microscopical  sections  show  evidence  that  there  has 
been  considerable  loss  of  surface;  examination  of  further 
strips  will  probably  show  that  the  glands  extend  as  closely  up 
to  the  ring  as  in  the  strip  taken  from  the  anterior  wall. 

The  present  specimen  supports  the  view  that  the  lower 
uterine  segment  consists  of  stretched  cervix  only. 


1 
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Meeting  VII.— Jlfne  11,  1913. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Ordinary  Fellows 
of  the  Society:— Eobert  Crothers,  F.E.C.S.,  Banbridge,  County 
Down;  Gordon  Fitzgerald,  M.D.Ed.,  183  High  Street,  Man- 
chester. 

II.  Br  John  M'Gihlon   showed — euptured   early  ectopic 
GESTATION  apparently  of  the  interstitial  variety,  which  is  the 
most  rare  and  the  most  fatal.     The  patient,  iset.  43,  had  one 
child,  set.    8 ;   there  had  been  no  miscarriages      Menstruation 
had  been  regular  and  had  lasted  longer  for  the  past  six  months 
than  formerly.     The  history  of  the  last  three  periods  was: — 
On    26th  March  a  profuse    period   lasting   a  full  week;   next 
on  21st  April,  which   continued  as  a  daily  oozing  till   30th, 
when  it  absolutely  ceased  ;  next  on  26th  May.     The  discharge 
ceased  on  the  morning  of  3rd  June,  the  morning  of   the  day 
on   which    the   symptoms    of    rupture    occurred.     The    same 
evening  there  was  pain  above  the  umbilicus  and    to  the  left. 
When  Dr  M'Gibbon  arrived  he  found  the  patient  lying  over 
the  edge   of   the  bed    only  partially  conscious;   there  was  no 
pulse  at  either  wrist.     At   this  time   there  was  no  vomiting, 
but  three  attacks  occurred  an  hour  later,  the  vomited  matter 
consisting  of  dark  green  material.     There  was  tenderness  and 
marked  rigidity  on  the  right  side.     The  shock  was  absolutely 
intense.     The  case  appeared  to  be  one  of  ruptured  gastric  or 
duodenal  idcer.     After  an  attack  of  violent  retching  both  the 
respiration  and   heart  sounds  ceased   for   about   two  minutes, 
and  the  patient   looked  as  if   she  would  die ;    to  his  surprise, 
however,  a  few  artificial  respirations  restored  the  breathing,  and 
the  heart  sounds   returned,  after  which   neither   again  failed. 
Dr  Gulland  arrived  at  11  p.m.;  he  negatived  the  view  that  it 
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was  a  ruptured  gastric  or  duodenal  ulcer,  and  asked  if  it  was 
not  a  ruptured  ectopic  gestation.  Dr  M'Gibbon  allowed  that  it 
might  be  so,  but  on  vaginal  examination  there  was  nothing  to 
suggest  it.  They  agreed  that  there  had  been  very  serious 
internal  hemorrhage,  and  that  the  abdomen  should  be  opened. 
Dr  Gulland  advised  that  on  no  account  should  the  operation  be 
done  in  the  patient's  own  house,  and  not  immediately,  as  he 
(Dr  M'Gibbon)  was  inclined  to  do.  Several  pints  of  saline 
infusion  and  cardiac  stimulants  were  administered.  The  pulse 
was  just  perceptible  at  5  a.m.  On  opening  the  abdomen  it 
was  found  to  be  full  of  fluid  blood  and  a  large  blood  clot.  It 
was  decided  to  leave  the  uterus  and  simply  excise  a  portion 
of  it ;  this  was  done  and  the  patient  made  a  gratifying  recovery. 
The  only  remaining  indications  of  the  very  severe  shock — the 
most  intense  shock  he  had  ever  seen — was  a  very  irregular 
heart ;  otherwise  she  is  quite  well. 


III.  ON  THE  PRESSURE  EXPERIENCED  BY  THE  FCETUS 
fN  UTERO  DURING  PREGNANCY;  WITH  SPECIAL 
REFERENCE  TO  ACHONDROPLASIA  (CHONDRO- 
DYSTROPHIA  FCETALIS). 

By  D.  Beery  Haet,  M.D.,  F.R.C.P. 

In  a  special  monograph  (1),  and  also  in  the  Journal  of  Anatomy 
and  Physiology  (2),  Dr  Murk  Jansen  has  taken  up  the  question 
of  achondroplasia,  and  advanced  as  an  explanation  of  this 
deformed  condition  a  theory  of  its  causation  by  extra  local 
pressure  from  the  amniotic  fluid  or  extra  tension  by  the  amnion 
on  the  organ  ^  of  the  body  shortened. 

This  raises  the  question  of  what  pressure  the  foetus  in  utcro 
is  subjected  to,  and  I  therefore  purpose  considering  this  before 
discussing  the  validity  of  Dr  Jansen's  views. 

^  Using  this  word  as  meaning  a  measurable  part. 
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The  foetus  in  uUro  is  not  only  pressed  on  by  the  liquor 
amnii  but  also  by  the  general  intra-abdominal  pressure.  The 
uterine  wall  is  not  rigid  but  moulded  to  the  foetus  and  liquor 
amnii  in  the  uterus.  This  is  well  shown  in  frozen  sections  of 
pregnancy  by  Waldeyer  (3),  Braune(4),  and  others.  Thus  in  a 
coronal  section  of  a  four  months'  pregnancy  the  foetus  is  in  a 
transverse  or  sitting  posture,  and  the  uterine  wall  is  not 
rounded  or  oval  but  moulded  to  the  foetal  attitude.  In  a 
frozen  section  1  made  of  a  pregnant  Macaque  monkey  a  plaster 
cast  of  the  inside  of  the  uterus  gave  a  replica  of  the  foetus,  with 
the  interstices  of  the  actual  foetus  filled  in  by  liquor  amnii, 
which,  however,  did  not  conceal  the  real  attitude,  but  covered 
it  like  a  thin  layer  of  jelly  (5). 

Then,  again,  in  a  full-time  human  pregnancy  of  a  breech 
presentation  in  sagittal  mesial  section,  Waldeyer  drew  attention 
to  the  fact  that  the  intestinal  coils  had  indented  the  outline  of 
the  internal  uterine  surface,  as  was  shown  by  the  small 
eminences  projecting  into  its  cavity. 

We  must  therefore  regard  the  pressure  on  the  foetus  in 
utero  as  not  merely  one  of  the  liquor  amnii  but  of  the  intra- 
abdominal contents,  and  the  occasional  increase  of  such  pres- 
sure due  to  the  muscular  action  of  the  abdominal  muscles  and 
diaphragm. 

If  that  be  the  case  such  pressure  on  the  foetus  must  be 
uniform  and  equable.  We  cannot  say  that  at  any  point  in  the 
periphery  of  the  embryo  there  is  extra  pressure,  as  the  result  of 
this  would  be  motion  until  equilibrium  was  restored.  Even  if 
such  local  pressure  were  permitted  there  is  no  evidence  that  it 
would  hinder  vital  growth,  and  indeed  all  such  mechanical 
ideas  in  vital  processes  are  receding  into  the  background  as 
our  knowledge  increases. 

In  achondroplasia  we  have  practically  a  short-legged,  short- 
armed  individual  with  deficient  development  of  the  ossa 
innominata    and   of    the    basis   cranii,   and    with    sometimes 
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ankylosis  of  the  three  elements  of  the  tribasilar  bone.^  The 
result  as  to  the  basis  cranii  is  that  it  is  shortened.  This 
shortening  is  believed  by  Dr  Jansen  and  others  to  be  due  to 
anteropressure  of  the  liquor  amnii  when  this  is  increased  in 
amount,  or  to  amnion  tension.  He  further  holds  that  this 
heightened  amniotic  pressure  acts  between  the  second  and 
eighth  weeks  of  pregnancy.  "  The  amnion,  which  is  so  small 
that  it  infolds  the  foetus,  also  increases  the  hydrostatic  pressure, 
i.e.,  compresses  the  foetus  so  as  to  squeeze  blood  out  of  it" 
((2),  p.  361).  He  does  not  always  state  in  the  text  that  this 
pressure  is  an  excessive  local  one,  but  it  is  implied  and 
deducible  from  his  diagrams  (see  (1),  Figs.  24-27). 

In  his  paper  he  emphasises  "  smallness  of  the  amnion  "  as 
the  cause,  and  believes  this  to  be  a  disease  running  in  families, 
and  showing  its  effects  in  a  varied  manner,  causing  club-foot 
and  other  deformities  of  the  foetus,  anencephaly  included. 

Dr  Jansen  also  believes  the  normal  flexed  condition  of  the 
embryo  to  be  due  to  amnion  tension.  There  are,  further,  some 
facts  stated  that  are  not  reconcilable.  Thus  fluid  in  the 
temporary  periamniotic  fluid  is  said  to  exert  an  equable 
pressure  and  be  unable  to  exaggerate  the  normal  foetal  bends. 
"Why,  however,  should  periamniotic  fluid  exert  an  equable 
pressure  and  amniotic  fluid  an  unequal  one  ?  Further,  if  the 
periamniotic  fluid  exerts  an  equable  pressure,  this  would  make 
the  amniotic  fluid  do  the  same  ((1),  p.  57).  The  normal 
infolding  of  the  foetus  is  part  of  its  type  of  growth,  and  can  be 
associated  with  the  curved  blastoderm,  of  which  it  is  at  first  a 
part.  The  author  supposes  that  if  between  the  fifteenth  and  the 
twenty-first  day  a  few  drops  of  liquid  could  bo  injected  into  the 
amnion  sac,  it  would  become  spherical,  and,  as  the  diagram 

'  There  are  other  minor  deformities.  One  of  these  is  the  "  main  en 
trident."  This  was  first  pointed  out  by  Dr  John  Thomson,  of  Edinburgh, 
in  the  Edinhurgh  Medical  Journal  for  June  1893.  Pierre  Maine  also 
drew  attention  to  it  in  the  Presse  Medicale,  14  Juillet  1900. 
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indicates,  we  would  get  tension  at  right  angles  to  the  head, 
breech,  and  nape  of  the  neck  ((1),  p.  58,  and  Fig.  44).  Surelj 
the  increase  of  pressure  would  be  equable,  and  would  the 
increase  matter?  Multiparous  women  often  have  normal 
children  with  a  relatively  great  increase  of  liquor  amnii. 

We  have  a  condition  analogous  to  achondroplasia  in  brachy- 
dactyly.  Here  the  middle  phalanges  of  the  hand  and  foot  are- 
awanting,  and  represented  by  a  small  nodule  of  cartilage 
ankylosed  to  the  first  phalanx.  Are  we  to  suppose  that  this 
condition  is  due  to  an  increased  local  pressure  of  liquor  amnii 
at  the  eight  local  points  of  the  phalanges  between  the  third  and 
eighth  weeks  ? 

A  similar  difficulty  comes  up  as  to  the  shortening  of  the 
legs  and  arms  in  achondroplasia.  How  does  the  increased 
pressure  of  the  amniotic  fluid  act  on  the  limbs  ?  Is  it  all  over 
their  periphery  or  in  their  long  axes  only  ? 

The  idea  of  pressure  causing  normal  or  abnormal  form  in 
the  body  is  dying  out.  At  one  time  it  was  held  by  dis- 
tinguished observers  that  the  wider  brim  of  the  normal  female 
pelvis,  as  compared  with  that  of  the  male,  was  due  to  the 
body-weight  acting  vertically  down,  and  the  resistance  of  the 
limbs  up,  when  the  child  began  to  walk.  It  has  been  shown, 
however  (Fehling  (6),  Arthur  Thomson  (7)),  that  in  utero  the 
pelvis  of  the  female  foetus  differs  from  the  male  and  has  certain 
increased  diameters.  Had  the  former  view  held  good,  the 
active  boy  should  have  had  a  large  brim  and  the  less  active 
girl  a  small  one. 

It  may  now  be  asked  what  is  the  cause  of  achondroplasia 
if  Dr  Jansen's  view  is  not  tenable,  or  at  any  rate  in  what 
direction  are  we  to  look  for  a  solution  ?  I  have  already  written 
on  this  subject,  and  need  not  therefore  go  into  detail.  I  may, 
however,  sketch  shortly  the  views  I  have  come  to  (8). 

Achondroplasia  seems  to  me  a  condition  where  there  has 
been   a   local    and    discrete   disturbance   of    growth — a   local 
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■discrete  hypoplasia.  Symington  and  Alexis  Thomson  (9) 
made  the  valuable  observation  that  the  parts  affected  were 
those  developing  in  early  endochondral  ossification.  Their 
case  is  a  carefully  recorded  one,  and  they  state  that  "the 
essential  and  characteristic  lesion  in  this  specimen  is  found  in 
connection  with  the  skeleton,  and  before  proceeding  to  describe 
in  detail  the  alterations  in  the  individual  bones,  it  appears 
advisable  to  state  first  in  general  terms  that  tlie  alterations 
present  are  confined  to  certain  groups  of  hones,  ivhih  others  are 
quite  normal.     The  latter  are — 

"  1.  Those  which  are  formed  entirely  in  membrane,  e.g.,  the 
flat  bones  of  the  vault  of  the  skull. 

"  2.  Those  which,  although  formed  in  cartilage,  remain 
entirely  or  mainly  cartilaginous  till  an  advanced  period  of 
foetal  life,  so  that  their  general  growth  is  quite  independent 
of  endochondral  ossification.  As  examples  of  these  may  be 
mentioned  the  sternum,  costal  cartilages,  patella,  and  the  tarsal 
and  carpal  bones. 

"  The  departures  from  the  normal  affect  those  parts  of  the 
skeleton  which,  formed  in  cartilage,  largely  depend  for  their 
growth  during  foetal  life  upon  endochondral  ossification,  the 
cause  of  the  departure  being  a  premature  arrest  or  absence 
of  this  process.  The  bones  belonging  to  this  group  are  the 
long  bones  of  the  extremities,  the  ribs,  the  posterior  part  of 
the  base  of  the  skull,  and  the  innominate  bones "  (Symington 
and  H.  A.  Thomson,  op.  cit.,  p.  273). 

The  curious  condition  known  as  craniocleidodysostosis  ^ 
may  be  appositely  quoted  here,  as  there  is  probably  greatly 
retarded  ossification  of  the  bones  developed  in  membrane. 
Thus  we  may  regard  the  bony  skeleton  as  made  up  of  three 

^  Here  the  vault  of  the  cranium  and  the  outer  half  of  the  clavicle, 
that  is,  the  bones  developed  in  membrane,  ossify  very  late,  and  we  thus 
get  a  curious  membranous  vault  and  a  deficiency  in  the  clavicle  (see 
Fitzwilliams,  D.C.L.,  on  "Hereditary  Craniocleidodysostosis,"  Lancet, 
19th  November  1910,  and  also  letter,  Lancet,  1911,  vol.  i.  p.  125. 
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great  sections,  viz.,  the  bones  developed  in  early  endochondral 
ossification  (limbs,  ribs,  innominate  bones,  and  basioccipital), 
the  bones  developing  by  late  endochondral  ossification 
(vertebral  column,  sternum,  carpal  and  tarsal  bones,  inner  half 
of  clavicle,  scapula),  and  the  bones  developing  in  membrane 
(vault  of  skull,  hard  palate  (Jansen),  and  outer  half  of  clavicle). 
These  are  not  hard-and-fast  divisions,  but  hold  good  in  the 
main,  and  probably  the  late  endochondral  system  may  have 
to  be  divided  up.  Now  this  suggests  at  once  (to  the  Mendelian) 
autonomous  unit  characters,  and  by  Weismann's  generalisation 
we  carry  their  origin  back  to  the  zygote  in  the  form  of  deter- 
minants there,  also  autonomous ;  but  this  is  put  more  sugges- 
tively if  one  says  that  there  are  autonomous  adult  unit 
characters  because  the  determinants  in  the  zygote  are 
autonomous. 

Mendelism  has  also  shown  that  we  have  a  growth  factor 
for  organs,  and  by  pea  and  other  crossings  that  this  factor  is 
autonomous,  and,  therefore,  when  dwarf  and  tall  plants  are 
crossed,^  these  two  contrasted  unit  characters  are  segregated 
in  a  probability  ratio  of  1:2:1.  This  probability  ratio  need 
not  be  discussed  now,  and  I  go  on  to  suggest  that  in  achondro- 
plasia we  have  a  loss  of  a  growth  factor  for  the  bones 
developing  in  early  endochondral  ossification. 

This  is  an  exact  loss,  and  I  have  endeavoured  to  show  that 
such  a  loss  occurs  at  fertilisation  when  the  polar  bodies,  i.e., 
certain  determinants,  are  thrown  off,  and  that  it  is  a  mutation, 
and  gives  a  variation  analogous  to  those  of  De  Vries  in  the 
Oenothera  LamarcJciana  (10). 

The  details  of  the  proof  cannot  be  given  here,  but  I  may 
refer  to  the  literature  on  the  following  pages,  which  may  be 
consulted  by  those  interested. 

The  ratio-heredity  of  achondroplasia  is  not  known  as  yet, 
but  depends  on  the  origin  of  the  primitive  germ  and  sperm 
^  See  Phases  of  Evolution  and  Heredity. 
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cells  from  an  early  division  of  the  variation  zygote  giving  rise 
to  the  achondroplasic  individual.  I  consider  achondroplasia, 
therefore,  to  be  a  disturbed  local  growth  arising,  as  explained 
above,  and  leading  to  a  hypoplasia  of  the  bones  developing  by 
endochondral  ossification,  that  it  is  a  mutation  in  De  Vries*^ 
sense,  or  a  discontinuous  variation,  to  use  Bateson's  term. 

The  difficulties  I  have  as  to  Dr  Murk  Jansen's  theory  of 
achondroplasia  are  as  follows : — (1)  The  pressure  of  the  liquor 
amnii  is  an  equable  one,  according  to  the  ordinary  hydrostatic 
law.  (2)  The  embryo  in  ufero  has  as  its  peripheral  pressure 
not  only  the  liquor  amnii  but  the  general  intra-abdominal 
pressure,  and  any  small  or  even  large  increase  in  the  former 
can  have  no  significance.  (3)  A  local  mechanical  pressure 
between  the  third  and  eighth  week  seems  to  me  irrational.  (4) 
Even  if  one  granted  this  pressure  there  is  no  evidence  that  it 
would  affect  the  growth  of  the  bones  whose  deformities  are 
characteristic  of  achondroplasia.  The  foetus  is  sometimes 
exposed  for  months  to  the  pressure  of  ovarian  or  fibroid 
tumours,  but  is  unaffected. 

Dr  Jansen  seems  to  me  to  have  set  himself  to  defend  a 
hydrostatic  and  pathological  paradox,  when  he  states  in  his 
preface  "  that  abnormally  high  amnion  pressure  is  able  to 
disturb  the  nutrition  and  growth  of  part  of  the  foetus  without 
interfering  with  the  normal  process  of  development  of  other 
parts  of  the  body." 

While  urging  these  objections,  I  willingly  accord  Dr  Jansen 
praise  for  the  suggestive  way  in  which  he  presents  his  facts. 
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Dr  J.  IV.  Ballantyne  said  it  was  a  good  many  years  since 
he  wrote  on  pressure  theories  in  teratogenesis,  and  was  then 
rather  appalled  to  find,  when  his  book  on  Antenated  Pathology 
came  out,  that  there  were  100  pages  on  the  subject.  First 
there  was  pressure  of  the  corset ;  then,  according  to  Pare, 
pressure  in  women  who  sit  crouched  up  and  press  the  thigh 
against  the  abdomen,  causing  club  foot  in  the  unborn  infant 
by  the  pressure  on  the  abdomen ;  pressure  of  the  wall  of  the 
uterus  upon  its  contents,  the  uterus  being  supposed  to  be  in 
a  state  of  spasm ;  pressure  of  a  twin  upon  the  other  foetus ; 
pressure  of  the  cord  upon  the  foetus ;  pressure  of  one  part  of 
the  foetus  upon  another  part  of  the  foetus;  pressure  of  tlie 
a.mnion  and  even  of  the  placenta  on  various  parts  of  the  foetus ; 
so  that  Jansen's  view  really  stood  at  the  near  end  of  a  long 
line  of  pressure  theories.  It  was  exceedingly  difficult  to  write 
anything  like  a  clear  account  about  the  force  of  pressure  in 
causing  malformations,  because  in  some  cases  there  were  very 
striking  effects,  whilst  in  others  they  were  absent.  Still  he 
thought  there  was  a  certain  amount  of  truth  in  the  pressure 
theory.  In  the  case  of  coexistence  of  a  malformation  of  the 
hand  and  of  defect  of  one  of  the  pectoralis  muscles,  there  may 
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well  have  been  pressure  from  the  amnion  when  the  hand  was 
a,  mere  bud  and  was  in  close  contact  with  the  pectoral  region. 
There  were  certain  requisites  needed  for  the  establishment  of 
the  pressure  theory.  In  the  first  place,  the  part  deformed 
must  either  be  external  on  the  surface  of  the  body  of  the 
embryo,  and  therefore  under  the  influence  of  the  amnion,  or  it 
may,  secondly,  be  an  internal  part  which  had  at  some  earlier 
period  of  development  been  external.  There  is  here  a  compli- 
cating condition  which  has  constantly  to  be  taken  into  account 
in  forming  a  judgment. 

In  cases,  for  instance,  of  anencephaly,  where  there  was  an 
exposed  basis  cranii,  the  changes  in  the  basis  might  be  due  to 
pressure  from  the  amnion.  He  quite  agreed  with  Dr  Berry 
Hart  that  the  pressure  theory  broke  down  in  trying  to 
explain  achondroplasia,  although  it  succeeded  in  regard  to  other 
malformations. 

Dr  Ballantyne  had  never  been  quite  able  to  follow  Dr  Berry 
Hart's  views  on  Mendelism  in  relation  to  malformations, 
although  he  almost  hypnotised  him  into  belief  when  he  set 
forth  his  argument  as  he  had  done  on  this  occasion. 

Dr  Barbour  said  he  felt  hardly  competent  to  discuss  Dr 
Berry  Hart's  extremely  interesting  paper,  as  the  subject  of 
achondroplasia  was  not  familiar.  All  he  could  do  was  to  offer 
some  general  remarks  on  the  method  of  treatment.  The 
question  had  been  dealt  with  from  two  points  of  view,  the 
mechanical  and  the  philosophic,  Jansen  representing  the  one 
and  Dr  Berry  Hart  the  other.  As  regarded  Jansen's  view,  one 
could  hardly  think  that  the  condition  could  be  due  to  pressure. 
His  hypothesis  proved  too  much,  because,  while  achondroplasia 
was  of  extremely  rare  occurrence,  the  pressure  conditions  such 
as  he  described  must  be  fairly  frequent,  and  the  question 
arose  why  pressure  conditions  did  not  produce  it  in  other 
cases.      Supposing    that   achondroplasia    were    present    in    1 
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out  of  100  cases  in  which  there  was  such  pressure,  the 
theory  had  to  explain  why  in  the  other  99  it  did  not 
develop.  As  regarded  Dr  Berry  Hart's  view,  one  was 
brought  up  against  the  same  difficulty  but  in  a  different  way. 
AVhile  he  thought  that  the  explanation  must  be  sought  along 
the  lines  of  Dr  Hart's  enquiry,  namely,  the  extrusion  in  the 
polar  bodies  of  certain  factors  in  development,  they  were  no 
nearer  an  explanation  why  in  the  1  per  cent,  these  special 
factors  had  been  lost. 

Dr  Brock  said,  speaking  as  a  general  practitioner,  that  it 
seemed  to  him  that  Dr  Berry  Hart's  suggestion,  in  a  general 
way,  was  very  instructive,  and,  he  thought,  had  possibilities 
of  great  development  in  other  directions.     He   had   recently 
been  struck  with  other  developmental  deviations — in  cancer, 
for  instance,   which  he  thought   was  best  understood  from  a 
biological    or    genetic   standpoint.     The    general    idea   would 
probably  explain  a  great  many  other  disorders.     They  would 
have  to  look  back  to   the   embryonic  development.     He  was 
already  familiar  with  Dr  Berry  Hart's  previous  work.     It  had 
been  shown  that  the  lesion  is  in  a  certain  group  of  bones  which 
normally  develop  at  a  particular  stage  in  ontogenesis ;  that  is 
quite  fundamental.     But  why  this  group  of  bones  has  "hung 
fire,"   not   developed,   has   to   be   explained.     Dr   Berry   Hart 
supposed  that  the  principle  which  normally  determines  their 
development  is  a  hormone,  and  that  in  achondroplasia  this  is 
absent.     Dr  Brock  took  it  that  Dr  Berry  Hart  had  not  seen 
this  hormone,  and  that  it  was  hypothetical.     He  had  recently 
been  particularly  interested  in  reading  Ptichard  Semen's  views 
on  Unconscious  Memory  in  the  Cells,  which  seemed  extremely 
illuminative.     Semon's  idea  is  that  the  cells  are  endowed  with 
"memory"    of   ancestral   development — their    ancestors    have 
persistently  done  so  and  so,  and  they   "remember"  in  some 
way  what  their  ancestors  have  done.     What  has  happened  in 
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these  developmental  aberrations  is  that  they  have  lost  their 
memory  in  regard  to  this  particular  activity. 

Br  Berry  Hart  had  listened  with  much  pleasure  to  the 
discussion  on  his  paper.  Dr  Barbour's  remarks  were  interesting 
as  to  the  cause  of  variation.  He  himself  believed  it  to  be  an 
intrinsic  one  brought  about  by  the  mitoses  of  the  germ  cells 
and  the  maturation  of  the  germ  and  sperm  cells  when  the 
polar  bodies  were  thrown  off.  In  the  latter  process,  first  shown 
by  van  Beneden,  the  most  important  organs  might  be  lost. 
He  had  recently  been  analysing  exact  deformities  in  human 
adults,  and  had  found  that  all  the  important  organs  of  the  body 
might,  singly  or  more,  not  be  represented  in  an  otherwise 
normal  individual.  Bones  such  as  the  femur,  radius,  humerus, 
etc.,  might  be  awanting  in  whole  or  in  part.  The  same  as  to 
viscera,  brain  (corpus  callosum,  for  instance),  uro-genital  system 
(one-half),  etc.  In  achondroplasia  the  loss  was  of  the  size- 
factor  for  the  bones  developing  in  early  endochondral 
ossification.  Dr  Ballantyne  had  instanced  the  loss  of  the 
pectoralis  muscle  as  a  pressure  result  from  the  arm.  It  fell 
into  the  same  category  as  the  bones  given  above.  Dr  Young's 
and  Dr  Brock's  remarks  and  criticisms  were  valuable. 

In  regard  to  the  immediate  cause  of  variation  and  matura- 
tion (loss  of  the  polar  bodies),  he  had  reason  to  believe  that  the 
determinants,  or  groups  of  determinants,  behaved  as  ions,  and 
that  the  causes  of  these  phenomena  were  the  same  as  those  in 
Faraday's  electrolysis  experiments,  and  those  of  Sir  J.  J.  Thomson 
as  to  the  ionisation  of  gases.  Time,  however,  did  not  permit 
him  taking  up  this  question  in  detail.  Semen's  work  was 
valuable,  but  the  evidence  was  metaphorical,  not  actual. 
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IV.  UNUSUAL  CASE  OF  HYDATIDIFORM  MOLE,  DEALT 
WITH  BY  ABDOMINAL  HYSTERECTOMY. 

By  J.  Haig  Ferguson,  M.D.,  F.R.C.R,  r.R.C.S.(Ed.). 

The  following  case  presents  so  many  points  of  clinical  interest, 
and  the  preparations  of  the  uterus  demonstrate  so  beautifully 
in  an  almost  unique  way  some  pathological  points,  that  I 
venture  to  think  it  is  not  unworthy  of  your  consideration 
this  evening.  All  the  more  so  that  by  a  strange  coincidence 
another  paper  follows  mine  dealing  with  another  uterus 
containing  a  hydatidiform  mole,  in  this  case  removed  post- 
mortem. The  two  cases  form  an  interesting  contrast,  and 
mutually  supplement  in  a  remarkable  manner  the  pathological 
details  which  Dr  Young  will  endeavour  to  demonstrate  to  you 
after  the  papers  have  been  read.  My  own  case  further  opens 
some  problems  as  to  the  method  of  treatment,  and  I  would 
welcome  discussion  and  criticism  from  those  present,  who  are 
so  well  qualified  to  deal  with  this  question. 

The  following  are  the  notes  of  the  case,  most  of  them 
furnished  by  Dr  Wilton  Johns,  the  patient's  medical  attendant : — 

Last  December  I  was  asked  by  Dr  Johns,  of  Nairn,  to  go 
North  as  soon  as  possible  to  see  an  urgent  case  with  a  view  to 
operation,  the  patient  being  too  ill  to  be  removed  to  Edinburgh, 
as  at  one  time  had  been  intended.  I  set  out  by  the  first 
available  train  on  a  Sunday  morning,  and  found  the  patient,  as 
Dr  Johns  had  indicated,  in  a  very  critical  and  exhausted 
condition,  and  suffering  from  severe  uterine  haemorrhage. 

Mrs  C,  in  her  49th  year,  had  been  married  for  eight  years, 
and  had  been  previously  a  healthy  woman  and  able  for  all  her 
manifold  duties  as  a  farmer's  wife. 

Menstrual  Histoj^y. — She  began  to  menstruate  between  17 
and  18  years  of  age,  was  regular  and  of  the  twenty-eight 
day  type.     The  amount   of   the   flow   moderate   (about   three 
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Fio.  1.— Hydatid  Mole  iw  M^eTO.  Shows  expanded  villi  lyinu-  in  fluid 
blood.  To  the  left  the  uterine  cavity  is  seen  filled  with  blood-clot. 
Small  fibroids  are  seen  in  the  lower  part  of  the  muscular  wall. 
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days'  duration).  Her  periods  were  quite  easy  and  free  from 
pain,  and  never  interrupted  the  usual  routine  of  her  life. 
When  about  28  years  of  age  she  had  complete  amenorrhoea  for 
twelve  months,  which  was  said  by  her  doctor  to  be  due  to 
overwork  and  anaemia.  Apart  from  pregnancies  this  is  the 
only  interruption  she  has  ever  had  in  the  regularity  of  her 
menstrual  periods.  Since  then  she  has  been  well  and  healthy 
up  to  this  illness.  In  childhood  she  had  chicken-pox  and 
measles.  About  the  age  of  18  she  was  very  stout,  afterwards 
she  got  thinner,  and  has  been  a  spare,  wiry  woman  ever  since. 
So  long  as  she  can  remember  she  had  a  skin-rash  appearing 
and  disappearing  from  time  to  time;  this  rash  is  said  to 
resemble  psoriasis. 

She  has  had  three  previous  pregnancies  which  all  terminated 
in  abortion.  The  pregnancies  occurred  respectively  when  she 
was  set.  41,  43,  and  45  years.  They  all  came  to  an  end  between 
the  second  and  third  months,  with  no  special  ascertainable 
reason  to  account  for  the  abortions. 

History  of  Development  of  Present  Illness. — In  September  1912 
Mrs.  C.  missed  her  period ;  previous  to  that  she  was  regular 
and  in  the  enjoyment  of  splendid  health.  She  also  missed  the 
October  period,  and  at  that  time  began  to  suffer  from  various 
stomach  disturbances. 

On  27th  November  she  was  frightened  in  a  trap  accident, 
and  jumped  hastily  out  of  the  dog-cart  in  which  she  was  being 
driven.  To  this  accident  she  herself  attributes  the  development 
of  her  present  illness.  She  never  felt  well  after  this  occurrence 
and  got  worse  every  day,  suffering  from  shortness  of  breath, 
swollen  feet,  distended  abdomen,  with  more  or  less  constant 
vomiting.  Little  things  seemed  to  disturb  her  nervous  and 
digestive  systems.  Bleeding  from  the  vagina  commenced  on  the 
day  of  the  trap  accident  (27th  November),  and  was  practically 
continuous  till  the  day  of  operation.  The  bleeding  came  in 
gushes  when  she  was  up  and  oozed  steadily  when  lying  in  bed. 
When  the  bleeding  commenced  she  began  to  think  for  the  first 
time  that  something  was  wrong,  and  she  then  realised  that 
there  was  a  swelling  in  the  abdomen  slightly  to  the  right  of  the 
middle  line.     On  11th  December  she  got  alarmed  owing  to  the 
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breathlessness,  swollen  feet,  and  a  feeling  of  being  too  weak  and 
unfit  for  her  work ;  so  she  sent  for  Dr  Johns,  who  found  her 
suffering  from  hasmorrhage  and  acute  dilatation  of  the  heart. 
He  ordered  her  rest  and  tonics.  On  his  next  visit,  on  careful 
examination  in  bed,  he  found  a  swelling  occupying  the  right 
iliac  fossa  and  extending  to  about  two  finger  breadths  below  the 
umbilicus.  The  swelling  at  that  time  was  hard,  painless  on 
palpation,  and  she  complained  more  of  a  dull  heavy  weight  than 
of  any  pain.  After  that  the  swelling  seemed  to  increase  rapidly 
in  size.  She  developed  symptoms  of  obstruction  of  the  bowels, 
and  there  was  alarming  dyspnoea,  the  haemorrhage  going  on  all 
the  time. 

The  urine  was  apparently  normal  in  quantity,  and  w^ith 
no  albumen,  but  was  loaded  with  urates.  The  breasts  were 
distinctly  enlarged. 

When  I  saw  her  on  22nd  December  she  was  in  a  very  critical 
condition,  exsanguine  and  exhausted  with  that  peculiarly  drawn 
and  anxious  facial  expression  common  to  desperate  cases.  On 
examination  there  was  a  hard,  slightly  tender  swelling  in  the 
abdomen  somewhat  to  the  right  of  the  middle  line,  and  reaching 
up  a  little  above  the  umbilicus.  On  vaginal  examination  it 
proved  to  be  undoubtedly  a  uterine  tumour  associated  with 
pregnancy,  although  its  exact  nature  w^as  uncertain.  The  cervix 
was  hard  and  cartilaginous  in  consistence,  and  the  external  os 
was  so  small  that  not  even  the  point  of  a  uterine  sound  could 
find  entrance.  There  was  a  group  of  small  fibroids  to  be  felt 
encircling  the  lower  uterine  segment,  and  the  bleeding  was 
profuse  during  the  examination. 

Abdominally,  variations  in  consistence  due  to  contractions 
and  relaxations  of  the  swelling  could  be  made  out.  There  was 
some  irregularity  in  outline,  but  no  foetal  parts  could  be  dis- 
covered. There  were  no  foetal  heart  sounds,  nor  was  there  a 
uterine  souffle  to  be  heard.  There  was  some  free  fluid  in  the 
abdomen. 

I  came  to  the  conclusion  that  the  condition  was  either  a 
fibroid  uterus  complicated  by  pregnancy,  placenta  prsevia  with 
fibroids  in  the  lower  uterine  segment,  or  a  hydatidiform  mole. 
No  vesicles  or  suspicious  discharge  had  come  away. 
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Here  then  one  was  face  to  face  with  a  woman  in  a  most 
exhausted  state  from  heemorrhage,  and  manifestly  dying  nnless 
prompt  measures  could  be  taken.  And  here  is  the  point  where 
the  treatment  I  adopted  may  come  in  for  criticism.  The  patient 
was  in  a  lonely  farmhouse,  six  miles  at  least  from  the  county 
town  and  hospital,  with  no  appliances  and  no  nurses  at  hand. 
We  decided  to  take  her  at  once  by  motor  to  the  Cottage 
Hospital,  and  there  carry  out  the  necessary  treatment.  In  view 
of  the  uncertainty  of  the  diagnosis,  and  the  danger  which  would 
attend  forcible  dilatation  of  a  rigid  cervix  in  a  patient  mani- 
festly unable  to  bear  any  long  and  tedious  operation,  I  was 
averse  to  this  form  of  vaginal  interference.  I  considered  the 
question  of  vaginal  hysterectomy  and  evacuation  of  the  uterus, 
keeping  in  view  the  possibility  of  a  hydatidiform  mass  in  a 
fibroid  uterus,  and  the  presence  of  the  free  fluid  in  the  abdomen 
possibly  indicating  uterine  erosion  ;  also  that  the  patient  was  49 
years  of  age  and  would  have  no  further  use  for  her  uterus.  The 
uterus  if  left  in  such  circumstances  might  prove  a  positive 
source  of  danger  to  her  if  it  were  maimed  and  eroded,  not  to 
speak  of  the  remoter  risk  of  chorionepithelioma.  In  considera- 
tion of  all  this  I  decided  against  the  vaginal  route,  and  deter- 
mined to  open  the  abdomen. 

Dr  Lees  skilfully  ansesthetised  the  patient,  and  with  Dr 
Johns'  kind  assistance  and  that  of  the  capable  nursing  staff  in 
the  Nairn  Cottage  Hospital,  I  operated  rapidly,  removing  the 
uterus  by  supravaginal  hysterectomy,  and  the  patient  was  back 
in  bed  in  little  over  half  an  hour.  There  were  about  two 
quarts  of  free  fluid  in  the  abdomen.  The  ovaries  were  not 
interfered   with. 

The  patient  made  a  rapid  and  uneventful  recovery,  and 
when  last  T  heard  she  had  resumed  her  active  life,  and  feels  as 
if  she  had  been  resurrected. 

Hysterectomy,  of  course,  is  not  the  orthodox  or  routine 
method  of  treatment  for  hydatidiform  mole,  but  I  submit  that 
in  the  circumstances  it  was  the  best  course — probably  the  only 
course  which  would  have  saved  this  patient's  life.  I  can  only 
find  four  other  cases  where  a  uterus  containing  a  hydatidiform 
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mole  was  removed  by  abdominal  section.  The^rs^!  is  recorded 
in  our  Transactions  by  Christopher  Martin  in  1896 ;  OMothcr  by 
Favell  of  Sheffield  {North  of  England  Obstet.  and  Gynaecol. 
Trans.,  1907),  a  drawing  of  which,  by  the  kindness  of  Dr 
Fothergill,  I  now  show  you ;  a  third  by  Sauvage  in  the  Annates 
d'Ohst.  et  de  Gynecologic  for  last  April;  and  o,  fourth  operated  on 
no  later  than  last  Saturday  at  St  Mary's  Hospital,  Manchester, 
by  Dr  Fothergill,  who  tells  me  that  in  this  case  there  was 
enormous  distension  by  hydroperitoneum  without  obvious 
cause. 

Two  other  points  of  interest  are:  first,  the  age  of  the 
patient  —  49  —  in  relation  to  the  incidence  of  hydatidiform 
mole ;  and,  secondly,  the  presence  of  so  much  free  fluid  in  the 
abdomen  without  any  evidence  in  the  specimen  (as  in  Fothergill's 
case)  of  complete  uterine  erosion  or  perforation. 

The  fluid  was  not  blood-stained  in  my  case,  and  it  may 
possibly  have  been  the  result  of  the  cardiac  weakness,  though 
in  that  case  one  would  have  expected  to  find  some  albumen  in 
the  urine.  On  the  other  hand,  it  is  just  possible  it  might  arise 
from  exudation  through  the  uterine  wall,  as  the  uterus  itself 
was  distinctly  oedematous. 

Eattray,  in  Vol.  I.  of  our  Transactions,  1869,  records  a  case 
of  hydatidiform  mole  in  a  woman  of  50,  and  Kehrer  and  Bloch 
give  the  following  interesting  tables  of  a  series  of  cases  showing 
the  age  of  incidence  of  these  moles : — 

Kehrer,  "  Uber  Traubenmolen,"  Archiv  f.  Gynak.,  1894, 
xlv.,  486:— 

2  cases,  i.e.,  4  per  cent.,  before  20. 
19  cases,  i.e.,  38  per  cent.,  between  21  and  30. 
18  cases,  i.e.,  36  per  cent.,  between  31  and  40. 

9  cases,  i.e.,  18  per  cent.,  between  41  and  50. 

2  cases,  i.e.,  4  per  cent.,  in  52nd  and  53rd  year. 

50  cases. 


Fig.  2.— Complete  section  of  uterus  made  after  imbedding  in  celloidin. 
Note  the  uterine  cavity  to  the  left  containing  bloodrclot. 
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Kehrer  reports  Bloch  in  his  paper : — 

15  cases  between  20  and  30. 
20  cases  between  30  and  40. 
1-4  cases  between  40  and  50. 

Kehrer's  figures  of  incidence  of  mole  after  40  =  22  per  cent. 
Bloch's  figures  of  incidence  of  mole  after  40  =  28'5  per  cent. 

I  would  like  to  express  my  appreciation  of  the  artist's  skill 
in  reproducing  my  specimen,  and  of  the  exceptionally  beautiful 
sections  which  have  been  cut  and  mounted  by  Mr  Tom  Hamilton, 
in  the  Eoyal  College  of  Physicians'  Laboratory. 

Description  of  Specimen  by  Dr  James  Young: — 

In  the  fresh  staAe  the  uterus  was  enlarged  to  the  size  of  a 
six  months'  pregnancy.  The  enlargement  was  uniform,  and 
except  that  it  was  of  firm  consistence  throughout,  in  appearance 
it  suggested  the  pregnant  state.  It  was  removed  at  the  level 
of  the  isthmus.  From  the  uterine  canal  several  hydatid  vesicles 
were  projecting,  with  some  blood-clot. 

After  hardening  in  formalin  the  uterus  was  cut  in  the 
sagittal  mesial  line,  when  the  remarkable  demonstration  of  a 
hydatid  mole  in  situ  represented  in  Fig.  1  was  seen.  The 
uterus  is  uniformly  expanded  by  the  mole,  the  wall  being  about 
one-third  of  an  inch  thick  throughout.  The  vesicles  are  of 
greatly  varying  size,  some  being  as  large  as  half  an  inch  in 
diameter.  They  are  closely  packed  together  in  a  matrix  of 
blood.  Eound  the  greater  part  of  the  surface  the  vesicles  lie 
close  up  against  the  uterine  wall.  At  no  place  is  there  any 
evidence  of  extensive  erosion,  though  in  one  of  the  sections  one 
of  the  villi  is  seen  to  lie  in  a  small  bay  excavated  in  the  uterine 
wall.  Eound  the  rest  of  the  surface  the  muscular  coat  presents 
a  gently  undulating  appearance,  the  shallow  depressions  thus 
produced  being  occupied  by  the  expanded  villi.  It  is  remarkable 
that  there  is  no  more  evidence  than  there  is  of  an  erosion 
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process,  and  it  is  interesting  to  see  that  the  destruction  of 
uterine  tissue  has  been  almost  uniform  throughout.  There  is 
in  no  place,  either  in  section  or  on  the  peritoneal  surface,  any 
evidence  of  perforation  of  the  uterine  wall.  From  the  point  of 
view  of  the  naked-eye  appearances  the  condition  corresponds  to 
a  benign  invasion.  On  the  back  of  the  uterus  low  down  there 
is  a  small  fibroid. 

At  the  anterior  aspect  of  the  section  there  is  an  elongate 
space,  2|  ins.  in  length,  which  is  occupied  by  blood-clot.  At 
this  region  the  mole  is  separated  by  the  blood  space  from  the 
muscular  wall.  The  naked-eye  appearances  suggest  that  this 
is  the  uterine  cavity.  Over  the  surface  of  the  mole  in  this 
region  there  is  seen  a  thin  layer  of  tissue  which  at  either  end  is 
attached  to  the  wall  of  the  uterus.  If  the  blood  be  in  the  uterine 
cavity  this  will  correspond  to  the  reflexa  (Figs.  1  and  2). 

The  naked-eye  relations  are  well  brought  out  in  the  thin 
section  obtained  by  imbedding  and  cutting  a  slice  of  the 
complete  uterus  in  celloidin  (Fig.  2). 

Microscopic  Appearances. — In  all  the  regions  of  attachment 
of  villi  to  uterus  the  ordinary  appearances  associated  with  a 
chorionic  invasion  are  seen.  There  is  a  necrotic  layer  of  tissue 
permeated  with  blood.  There  is  in  places  a  well-marked 
decidua.  The  vessels  are  greatly  expanded  in  the  decidua,  and 
throughout  the  muscular  coat  and  everywhere  the  tissues  are 
cedematous  (Fig.  3). 

In  the  region  corresponding  to  the  uterine  cavity  the  mole 
is  seen  to  be  covered  by  the  fine  layer  already  referred  to. 
This  is  seen  microscopically  to  consist  of  fibrinous  tissue.  On 
the  further  side  of  the  blood-clot  in  this  region,  i.e.,  on  the 
uterine  wall  corresponding  to  the  mucosa  lining  the  cavity 
there  is  a  well-marked  decidua — the  decidua  vera. 

The  microscopic  investigation  confirms  the  naked-eye 
appearances  in  demonstrating  the  absence  of  any  invasion  of 
the  uterine  muscle  of  a  malignant  nature. 
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Fig.  3.— In  upper  part  a  hydatid  villus  is  seen  showing  marked  epithelial 
proliferation.     Under  this  is  the  degenerated  uterine  wall. 
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V.  FATAL  CASE  OF  HYDATIDIFOKM  MOLE. 

By  J.  W.  Ballantyne,  M.D.,  F.R.C.P.,  and 
James  Young,  M.D.,  F.E.C.S. 

Ox  27th  July  1912  Mrs  M.  was  brought  in  a  motor-car  to  the 
Eoyal  Maternity  Hospital,  Edinburgh.  She  was  suffering  from 
haemorrhage,  and  was  obviously  in  a  dying  condition.  She  was 
pulseless,  cold,  exsanguine,  and  had  gasping  respiration.  Ether, 
strychnine,  and  brandy  were  given  hypodermically,  and  a 
submammary  infusion  of  saline  solution  was  administered, 
but  the  pulse  never  returned  and  she  was  dead  five  minutes 
after  admission  (before  the  giving  of  the  saline  was  completed). 
She  was  47  years  of  age;  she  had  had  thirteen  children, 
who  were  all  healthy ;  the  eldest  was  29  years  old  and  the 
youngest  15  months.  She  was  motored  to  the  Hospital  by 
her  eldest  son.  On  the  preceding  day  (26th  July)  she  felt 
cramp-like  pains  all  over  the  abdomen,  and  in  the  afternoon  a 
severe  haemorrhage  came  on.  Her  doctor  was  sent  for,  and  he 
on  his  arrival,  cleared  out  the  vaginal  canal,  which  was  full  of 
clots.  The  bleeding  then  stopped  for  a  time,  but  her  friends 
stated  that  there  was  oozing  during  the  night.  Haemorrhage 
returned  on  the  morning  of  27th  July,  when  the  doctor  was 
again  in  attendance.  He  diagnosed  the  case  as  one  of 
placenta  praevia,  packed  the  vagina  with  some  cotton  wool 
pledgets,  and  sent  her  into  Edinburgh  by  motor,  a  distance  of 
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nearly  twenty  miles.  As  has  been  stated  above,  she  was 
moribund  before  arrival  at  the  Hospital. 

There  was  time,  however,  before  she  ceased  to  breathe,  to 
make  a  rapid  examination,  when  it  was  found  that  the  uterus 
was  the  size  of  a  seven  months'  pregnancy,  reaching  as  it  did 
to  a  little  above  the  umbilicus.  But  her  history  told  only  of 
a  three  months'  pregnancy.  The  vagina  contained  some  cotton 
wool  pledgets  and  blood-clot.  Protruding  from  the  cervical 
canal  was  a  fleshy  mass,  which  was  of  a  friable  nature.  Some 
watery  vesicles  broke  away  from  it  when  it  was  handled,  and 
these  enabled  the  house  surgeon  (Dr  Grant)  at  once  to  make 
the  diagnosis  of  hydatid  mole  in  the  uterus.  This,  of  course, 
accounted  for  the  discrepancy  between  the  size  of  the  uterus 
and  the  supposed  age  of  the  pregnancy  (three  months).  Her 
admission  and  death  took  place  at  9.45  p.m. 

At  the  necropsy  made  on  the  forenoon  of  28th  July,  the 
body  was  found  to  be  well  nourished,  and  there  was  a  large 
amount  of  fat  in  the  anterior  abdominal  wall.  The  uterus 
was  enlarged,  reaching  to  above  the  level  of  the  umbilicus ;  and 
in  one  of  the  ovaries  there  was  a  lutein  cyst  the  size  of  a  bean. 
The  liver  showed  cloudy  swelling,  but  the  kidneys  were  quite 
normal.  The  appearances  of  the  other  organs  were  such  as 
are  found  in  cases  of  death  from  haemorrhage.  The  uterus  was 
removed  intact  from  the  abdomen,  and  was  placed  in  preserving 
fluid  for  subsequent  examination.  J.  W.  B. 

Desckiption  of  Pathology. 

The  specimen  consists  of  the  uterus,  tubes,  and  ovaries,  and 
upper  portion  of  vagina,  with  bladder  and  rectum  attached. 
It  was  hardened  in  formalin,  and  the  uterus  and  vagina  were 
cut  vertically  along  the  mesial  sagittal  plane  (Fig.  1). 

The  uterus,  after  hardening,  is  7^  ins.  long,  and  its 
maximum  antero-posterior  diameter  is  6  ins.  The  enlarge- 
ment is  due  to  the  mass  of  villi  of  varying  size;  some  are  as 


Fig.  1. — Hydatid  mole  in  utero.    The  uterine  cavity  is  seen  above-     Note  thinning 
of  uterine  wall.    The  cervix  is  expanded  to  diameter  of  1  inch. 
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large  as  f  in.  in  diameter.  The  majority  are  small ;  in  fact, 
it  is  interesting  to  note  that  a  great  part  of  the  mass  consists 
of  villous  tufts,  in  which  there  is  no  observable  vesicular 
degeneration.  Here  and  there  small  quantities  of  blood-clot 
are  present,  but,  throughout,  the  mass  is  almost  blood-free. 
This  is  accounted  for  by  the  fact  that,  in  the  intervillous  space, 
the  blood  had  remained  fluid  and  diffused,  or  was  dissolved 
away,  into  the  fixing  solution.  The  same  was  true  of  Dr  Haig 
Ferguson's  specimen.  This  is  an  important  finding  from  the 
clinical  aspect,  for  it  accounts  for  the  copious  bleeding  which 
occurs  in  these  cases.  As  in  a  normal  pregnancy,  so  here, 
contact  with  the  villi  maintains  the  blood  in  the  intervillous 
space  in  a  fluid  condition.  Once  ruj^ture  into  the  uterine 
or  cervical  canal  occurs,  the  blood  may  leak  away  without 
there  being  any  attempt  at  natural  arrest. 
There  is  no  evidence  of  a  fcBtus. 

The  cervical  canal,  though  unoccupied  by  any  of  the  villous 
mass,  is  expanded.     The  external  os  is  1  in.  in  diameter. 

The  uterine  wall  is  thinned  throughout  the  entire  extent 
of  the  body,  especially  in  front  and  behind.  The  maximum 
thickness  is  |  in.  In  parts  it  is  only  J  in.  The  internal 
surface  of  the  wall  is  ragged  and  eroded.  This  is  well  shown 
on  the  anterior  (left)  wall  in  the  plate.  In  places  the  hydatid 
mass  has  become  detached  from  the  wall  of  the  uterus,  doubt- 
less in  the  process  of  hardening  and  handling.  In  other  places 
the  attachment  is  still  firm.  Portions  from  these  regions 
were  removed  for  microscopic  investigation. 

At  the  summit  of  the  mole  there  is  an  elongated  space  3^ 
ins.  long  occupied  by  firm  blood-clot  (Fig.  1).  In  this  region 
there  is  a  distinct  interval  between  mole  and  muscle,  and  the 
latter  lacks  the  ragged,  worm-eaten  appearance  which  it 
possesses  round  the  rest  of  the  uterine  wall.  On  careful 
examination  a  thin  membrane  can  be  detected  covering  the 
mole  in  this  region  and  separating  it  from  the  blood-clot.     At 
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each  end  this  membrane  becomes  continuous  with  the  uterine 
wall,  from  which  it  is  reflected.  In  point  of  fact  this  membrane 
corresponds  to  the  decidua  reflexa,  and  the  space  overlying  it 
is  the  cavity  of  the  uterus  filled  with  blood-clot.  This  will 
be  confirmed  when  the  microscopic  appearances  are  described. 
In  other  words,  we  see  that  the  mole  is  growing  in  the 
uterine  mucous  membrane,  in  which  it  is  embedded.  In 
this  way  the  condition  here  corresponds  with  that  present 
in  the  development  of  a  healthy  ovum.  It  is  possible 
that  the  fusion  between  decidua  reflexa  and  decidua 
vera,  which  normally  is  said  to  occur  when  the  ovum 
reaches  the  size  corresponding  to  the  third  or  fourth  month, 
has,  in  this  case,  been  prevented  by  the  collection  of  blood  in 
the  uterine  cavity. 

It  should  be  stated  that  the  cavity  of  the  uterus  would 
doubtless  be  found  to  extend  for  some  distance  in  a  downward 
direction  in  one  or  other  of  the  hemisected  portions  of  the 
uterus.  No  endeavour  was  made  to  trace  its  extent,  as  this 
would  have  meant  detachment  of  the  mole. 

At  its  lower  pole  the  mole  is  bare  and  teased  out.  It  is  not 
covered  by  any  membrane  as  in  its  upper  part,  and  its  exposed 
surface  projects  into  the  expanding  cervix.  From  this  surface 
the  fatal  haemorrhage  had  taken  place. 

Microscopic  sections  from  the  neighbourhood  of  the  reflec- 
tion of  the  decidua  reflexa  exhibit  the  appearances  shown  in 
Fig.  2.  Below,  the  expanded  villi  are  seen,  separated  from  the 
cavity  by  the  decidual  membrane.  This  is  seen  springing 
from  the  uterine  wall,  and  is  seen  to  become  continuous 
laterally  with  the  decidua  vera,  which  lines  the  cavity  above. 
In  the  sections  the  decidua  reflexa  is  complete,  though  in 
places,  as  seen  in  the  figure,  it  has  become  extremely  thin. 
As  one  would  expect,  it  becomes  thinner  as  it  is  traced  inwards 
from  the  point  of  reflection  from  the  uterine  wall. 

In  the  figure  the  expanded  glands  in  the  decidua  vera  are 
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well  seen.     A   decidual  reaction  is  well  marked  in  the  vera, 
and  also  in  the  reflexa. 

In  most  places  the  villi  are  separated  from  the  muscular 
coat  by  a  distinct  layer  of  mucosa.  In  no  place  has  there 
been  an  invasion  of  the  muscular  coat,  though  here  and  there 
only  a  thin  sheet  of  mucous  membrane  intervenes.  In  Fig.  3 
is  seen  the  decidua  serotina  with  expanded  glands  separating 
the  mole  from  the  muscular  coat  of  the  uterus. 

Throughout,  the  mucous  membrane  is  oedematous,  the 
vessels  are  expanded,  and  there  is  a  free  leakage  of  blood. 

Eound  the  periphery  of  the  mole,  where  the  villi  abut  on 
the  mucosa,  there  is  a  layer  of  darkly-staining,  necrotic  tissue. 
Beyond  this  again  the  maternal  tissues  are  degenerated,  the 
destructive  process  becoming  more  and  more  evident  the 
nearer  the  tissue  is  to  the  villi.  Where  there  is  only  a  thin 
layer  of  mucosa  intervening  between  villi  and  muscle  the  latter 
exhibits  the  necrotic  change.  The  degenerative  changes  in 
mucosa  and  muscle  are  obviously  due  to  the  action  of  some 
chemical  substance  or  secretion  emanating  from  the  chorionic 
cells.  They  coincide  with  the  appearances  which  are  known 
to  occur  in  other  regions  of  chorionic  activity.  This  is 
responsible  not  only  for  the  degenerative  changes,  but  is  the 
active  agent  in  leading  to  the  suffusing  of  the  maternal  tissues 
in  the  proximity  of  the  villi  with  the  blood  fluid  and  cells.  In 
this  specimen  the  preservation  is  not  sufficiently  good  to  allow 
of  an  elaborate  study  of  the  finer  histological  features.  The 
specimen  was  obtained  in  the  post-mortem  room,  and  exhibits 
the  well-known  readiness  with  which  autolytic  changes  affect 
the  uterine  mucous  meml^rane. 

The  mole  exhibits  the  usual  naked-eye  appearances.  The 
villi  vary  in  size  from  cysts  easily  seen  with  the  naked  eye 
(some,  as  has  been  said,  are  as  large  as  |  in,  across)  to  villi,  in 
which  there  has  been  little  or  no  alteration.  The  connective- 
tissue   core  of   the  villi   is   oedematous,  and  consists   of   cells 
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united  by  long  branching  processes.  In  the  larger  villi  the 
connective  tissue  has  been  pressed  to  the  surface  as  a  fine 
layer  by  the  fluid  accumulating  in  the  centre.  In  places  the 
tips  of  the  villi  are  engrafted  on  to  the  mucous  membrane. 

The  epithelial  covering  of  the  villi  exhibits  the  two  well- 
known  layers,  the  Langhans'  cells  and  the  syncytium.  In 
many  places  there  is  a  definite  hyperplasia  of  the  epithelium. 
This  takes  the  form  of  a  heaping-up  of  tbe  Langhans'  and 
syncytial  layer  on  the  surface  of  the  villi.  So  marked  is  this 
that  large  solid  masses  of  the  epithelium  are  scattered  about 
abundantly  in  the  intervillous  space.  In  fact,  the  proliferative 
process  is  so  well  developed  in  the  specimens  as  to  suggest 
that  it  constitutes  an  essential  feature  in  the  formation  of  the 
mole.  A  similar  hyperplasia  of  the  chorionic  epithelium  has 
been  described  by  Marchand  and  others.  It  means  that  a 
hydatid  mole  is  not  a  mere  collection  of  villi,  which  for  some 
reason  or  other  have  departed  from  the  normal  state  by 
undergoing  an  oedematous  expansion.  It  is  a  true  proliferative 
or  tumour  formation,  in  which  the  essential  proliferating 
element,  the  villus,  has  undergone  an  oedematous  change. 

The  chorionic  cells  are  usually  recognised  to  possess  the 
faculty  of  actively  transmitting  across  the  villous  surface  the 
fluid  and  solid  elements  necessary  for  the  growing  embryo. 
Under  normal  circumstances  these  are  conveyed  to  the  foetal 
circulation  by  the  chorionic  vessels  as  soon  as  they  enter  the 
villus.  Where  there  are  no  such  efferent  channels,  as  in  death 
or  absence  of  the  embryo,  it  is  conceivable  that  the  fluid  would 
accumulate  in  and  expand  the  villi.  But  the  fact  that  the 
degeneration  may,  in  twin  pregnancy,  be  limited  to  the 
chorionic  surface  of  one  of  the  foetuses,  the  other  escaping,  and 
the  presence  of  a  definitely  abnormal  proliferative  change  in 
the  chorion,  which  may  later  evidence  itself  as  a  malignant 
process  (chorionepithelioma),  both  suggest  that  the  cause  of 
the  molar  change  is  to   be   traced   to   the  chorion  itself.     If 
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such  be  the  case,  the  vesicular  degeneration  of  the  villi  would 
be  no  more  the  essential  feature  in  this  condition  than  is  the 
cystic  degeneration  the  essential  feature  in  a  case  of  cystic 
adenoma.  In  both  cases  the  classification  of  the  disease  is 
in  terms  of  the  epithelial  new  growth.  As  in  an  adenoma 
there  is  an  incidental  increase  in  the  supporting  connective 
tissue,  so  in  an  epithelial  proliferation  of  the  chorion  there  is 
a  concomitant  increase  in  the  connective  tissue  of  the  villi. 
When  the  epithelial  overgrowth  assumes  definitely  malignant 
characters,  however,  as  in  chorionepithelioma,  the  connective 
tissue  does  not  share  in  the  hyperplasia. 

Tlie  Ovaries. — These  exhibit  a  multiple  cystic  change, 
similar  to  that  frequently  described  in  the  ovary  in  association 
with  hydatidiform  degeneration  of  the  chorion  and  chorion- 
epithelioma.  The  cysts  are  for  the  most  part  small.  On 
microscopic  examination  they  are  seen  to  be  lined  with  a 
layer  of  luteal  tissue.  The  ovarian  stroma  is  oedematous  and 
exhibits  scattered  haemorrhages.  J.  Y. 


The  Vice-President  remarked  that  he  had  only  had  a 
somewhat  clerical  connection  with  the  last  case.  The  Fellows,  he 
felt  sure,  would  agree  that  this  was  one  of  the  most  interesting 
subjects  brought  before  the  Society.  The  two  cases  gave  Dr 
Young  the  opportunity  of  examining  the  hydatid  mole  in  situ. 
Two  of  the  other  reported  cases  have  been  shown  since  these 
specimens  came  into  the  hands  of  Dr  Haig  Ferguson  and 
himself. 

Dr  Berry  Hart  congratulated  the  authors  and  Dr  Young  on 
their  contributions. 

The  drawings  and  specimens  illustrating  the  President's 
paper  were  admirable,  especially  the  large  sections.  No  criticism 
could  be  passed  on  the  treatment  in  the  President's  case. 

The  villus  with  the  cell-proliferation  in  the  lumen  to  which 
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Dr  Young  had   drawn   attention   might   be  a  proliferation  of 
Langhans'  layer  from  within  out. 

Dr  Barhour  did  not  think  he  could  add  anything,  Dr  Berry 
Hart  had  touched  on  most  of  the  points.  The  cases  were 
extremely  interesting.  He  wondered  whether  the  President 
was  right  in  saying  a  "  six  months'  pregnancy." 

Dr  Haig  Ferguson. — It  shrunk  very  much  after  hardening 
in  formalin  for  two  days ;  fluid  had  escaped. 

Dr  Barhour. — With  regard  to  these  ingrowths,  is  it  possible- 
that  one  may  have  a  pocket  of  uterine  mucosa  there  ? 

Dr  Young. — It  is  quite  possible. 

Dr  Berry  Hart. — Within  the  villus  ? 

Dr  Young. — What  looks  to  all  intents  and  purposes  a 
villus,  but  is  it  a  villus  ?  It  is  such  an  unusual  condition  one 
is  a  little  doubtful  as  to  what  it  really  is. 

Dr  Barboar. — In  regard  to  the  presence  of  the  fluid,  one 
gets  fluid  in  fibroid  tumours  of  the  ovary,  a  thing  which  is  not 
found  in  fibroids  of  the  uterus.  Was  there  no  trace  of 
perforation  ? 

Dr  Haig  Ferguson. — At  no  point. 

Dr  Johnstone  said  it  was  interesting  to  see  the  very  striking 
analogy  between  these  cases  and  the  condition  present  in  the 
early  ovum.  From  just  seeing  one  slide  he  was  not  prepared 
to  accept  the  idea  of  proliferating  ingrowths  inside  the  villi;, 
it  did  not  seem  to  him  that  there  was  anything  in  the  clinical 
course  of  hydatid  mole  to  suggest  it. 

Dr  M'Gibhon  hatl  enjoyed  the  paper  very  much.  There 
was  no  question  that  Dr  Haig  Ferguson  had  justified  the  course 
which  he  pursued  in  doing  the  abdominal  operation;  the 
vaginal  operation  would  certainly  have  been  followed  by  a 
much  greater  degree  of  shock  in  addition  to  hsemorrhage. 
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Dr  Ballaniyne,  before  calling  on  Dr  Haig  Ferguson  to 
reply,  said  that  to  him  the  great  revelation  of  the  whole  thing 
had  been  the  correction  of  his  idea  in  operating  on  hydatid 
mole ;  previously  he  had  the  idea  that  it  was  similar  to 
operating  on  a  fibroid,  now  he  saw  that  the  hydatid  was  in 
the  mucous  membrane  of  the  uterus,  indeed  one  got  a 
magnification  of  the  condition  in  the  early  ovum.  AVhen  one 
removes  a  hydatid  one  is  really  removing  a  thing  from  the 
interior  of  the  mucous  membrane. 

I)r  Haig  Ferguson  in  reply  said  he  had  nothing  really  to 
say,  except  to  thank  the  Fellows  very  much  for  their  kind 
consideration  of  the  paper,  and  their  approval  of  the  treatment 
in  his  case. 
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Meeting  VIII.— July  9,  1913. 
Dr  Haig  Ferguson,  President,  in  the  Chair. 

I.  The  following  gentlemen  were  elected  Honorary  Fellows 
of  the  Society: — Sir  Francis  H.  Champneys,  Bart.,  London; 
Professor  James  C.  Edgar,  New  York ;  Professor  Jean  Fabre, 
Lyon;  Professor  Wilhelm  Nagel,  Berlin;  Emeritus-Professor 
William  Stevenson,  Aberdeen. 

II.  Dr  N.  T.  Br e wis  showed — {a)  fcetus   avith  coed  and 

PLACENTA,  ADVANCED  TO  THE  FIFTH  MONTH,  FKOM  A  CASE  OF 
SECONDAEY  ABDOMINAL  PKEGNANCY,  EEMOVED  THEOUGH  THE 

VAGINAL  EOOF.  The  patient,  who  menstruated  last  about 
24th  September  last,  was  seized  with  sudden  pain  in  the 
abdomen,  collapse,  and  the  other  symptoms  of  rupture  of 
tubal  gestation.  When  seen  two  days  later  by  Dr  Brewis 
her  condition  was  very  critical.  Complete  rest  was 
recommended.  She  gradually  improved,  but  the  abdominal 
swelling  continued.  In  February,  the  fifth  month  of 
pregnancy,  the  vaginal  vault  was  opened  and  the  foetus 
removed.  A  large  quantity  of  liquor  amnii  rushed  out.  The 
buttock  presented ;  the  body  and  legs  of  the  child  were 
easily  delivered ;  the  arms  went  up  in  the  usual  way,  and 
after  getting  them  down  the  head  was  delivered;  the 
opening  was  not  large  enough  and  the  child  was  decapitated. 
The  large  cavity  in  the  abdomen  was  packed  with  gauze, 
which  was  removed  a  week  later.  The  rupture  must  have 
taken  place  about  25th  December.  The  tube  had  ruptured 
and  the  fcetus  escaped,  but  the  placenta  had  retained  sufficient 
hold. 

(b)   PeEGNANT  UTEEUS  EEMOVED  by  COMPLETE  HYSTEEECTOMY 

FOR  CANCER  OF  THE  CERVIX.     In  this  case  the  pregnancy  had 
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advanced  to  the  seventh  or  eighth  month.  His  intention 
was  to  open  the  abdomen  and  deliver  the  child  by  Cesarean 
section,  but  Itefore  the  operation,  with  the  object  of  drawing 
off  the  liquor  amnii,  a  catheter  was  passed  through  the  cervix 
into  the  cavity  of  the  uterus.  The  liquor  amnii  came  away 
all  right,  but  was  followed  by  a  quantity  of  pus,  indicating 
the  presence  of  a  pyometra  as  well;  that  being  so,  it  was 
not  thought  advisable  to  risk  the  life  of  the  patient  by 
opening  the  uterus.  This  patient  had  had  a  red  discharge 
for  months  previously. 

(c)  Pregnant  utekus,  complicated  with  laege  degenerat- 
ing FIBROID  TUMOUR,  REMOVED  BY  SUPRAVAGINAL  HYSTERECTOMY. 
The  tumour  was  growing  very  rapidly,  and  the  patient 
complained  of  great  pain.  Malignant  degeneration  was 
feared.  On  opening  the  abdomen  the  large  tumour  was 
first  delivered,  and  the  attachment  of  the  uterus  was  so 
poor  and  soft  that  it  tore  off.  It  was  accordingly  thought 
better  to  do  a  hysterectomy,  more  particularly  as  there  was 
a  bleeding  surface  at  one  side. 

(d)  Uterus    showing    adenocarcinoma    of    the    body, 

COMPLICATED    WITH    PYOMETRA    AND    PYOSALPINX,    REMOVED     BY 

total  HYSTERECTOMY  from  an  unmarried  woman,  set.  60.  The 
uterus  contained  pus,  and  the  tube  was  also  distended  with 
pus.  When  the  abdomen  was  opened  the  pelvis  contained 
about  a  tablespoonful  or  more  of  pus  which  had  leaked 
from  the  tube.  The  uterus  and  appendages  were  removed, 
and  after  swabbing  out,  the  abdomen  was  closed.  The 
patient  made  a  good  recovery,  but  it  w-as  somewhat  complicated 
by  a  condition  which  ho  had  not  previously  met  with.  Two 
days  after  the  operation  when  she  was  going  on  nicely, 
she  was  suddenly  seized  with  an  epileptic  fit;  Dr  Brewis 
was  not  present  and  did  not  see  the  fit,  but  was  told  it 
was  a  true  epileptic  seizure.  The  patient  came  out  of  it 
after    a    time,   having   been   convulsed    and   foaming   at   the 
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mouth ;  she  spoke  and  then  went  into  a  comatose  condition, 
and  remained  absolutely  comatose  from  the  Saturday  afternoon 
till  the  following  Tuesday  afternoon.  On  the  Monday  she 
began  to  swallow  a  little,  and  then  on  Tuesday  consciousness 
returned.  During  the  three  days  of  absolute  stupor  the 
bowels  moved  freely,  and  she  passed  large  quantities  of 
urine  in  bed. 

(e)    Uterus    showing    adenocarcinoma    of    the    body, 

ASSOCIATED    WITH     SUBMUCOUS     FIBROMYOMATA    removed    from 

an  unmarried  woman,  aet.  50.  At  first  it  was  thought  there 
was  a  submucous  polypus,  but  microscopical  examination 
showed  solid  cancer. 

(/")  Two  EXAMPLES  OF  TUBAL  MOLE,  both  removed  the  same 
morning.  Both  were  removed  through  the  abdomen.  The 
larger  one  was  removed  three  months  or  so  after  the  disturb- 
ance of  the  gestation,  the  other  about  six  weeks  after.  The 
one  removed  six  weeks  after  the  abortion  had  taken  place  was 
easily  done,  the  adhesions  surrounding  the  mass  were  quite 
soft  and  easily  separated.  The  other  was  not  easily  removed  ; 
it  was  deep  down  in  the  pelvis,  and  the  organs  were  firmly 
matted  together.     The  patients  recovered  quite  well. 

(g)  Large  fibromyoma  of  right  labium  majus  which  the 
patient  had  carried  about  for  twenty  years.  It  began  to 
suppurate  at  the  lower  end,  however,  and  on  that  account  she 
got  nervous  and  sought  advice.     (See  Fig.) 

III.  Dr.  Ballantyne  showed — specimen  from  a  case  of 
appendicitis  complicating  labour.  The  patient  came  into 
the  Maternity  Hospital  on  Thursday,  3rd  July  1913,  just  as 
he  was  finishing  his  round,  and  was  seen  in  the  receiving-room. 
The  patient  was  in  labour,  but  she  complained  of  a  somewhat 
unusual  amount  of  tenderness  in  the  abdomen,  more  particularly 
in  the  epigastric  and  two  iliac  regions.  The  condition  sug- 
gested either  an   accidental  haemorrhage  or  an  over-distended 
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liladder;  but  the  feel  of  the  uterus  was  different  from  an 
accidental  haemorrhage,  and  the  catheter  showed  the  l»ladder 
to  be  empty.  On  exammation  per  vaginam  the  os  was  found 
to  be  dilated,  but  the  head  was  not  engaging  although  the 
pelvis  seemed  normal.  The  pulse  was  a  little  quick,  and  the 
temperature  subnormal.  The  labour  continued  during  the 
rest  of  the  day,  and  the  patient  complained  of  pain  in  an 
abnormal  fashion.  There  was  pain  as  well  as  "pains."  The 
child  was  delivered  at  night,  and  there  was  some  difhculty  in 
resuscitating  it ;  but,  in  the  long  run,  it  came  round,  although 
next  morning  the  hands  and  feet  were  still  purple,  showing 
that  the  circulation  was  not  quite  right.  The  mother  had  a 
very  restless  night,  and  next  morning  when  Dr  Ballantyne 
arrived,  the  house-surgeon  was  anxious  about  her,  because 
there  had  been  no  result  (not  even  flatus)  from  the  pre-partum 
enema,  and  the  abdomen  was  distended  and  tender.  When 
seen  by  Dr  Ballantyne  —  twelve  hours  after  admission  to 
hospital — her  appearance  was  suggestive  of  intestinal  obstruc- 
tion. He  did  not  diagnose  appendicitis  in  particular,  but 
thought  of  some  form  of  intestinal  obstruction.  About 
two  o'clock  a  surgeon  saw  the  patient,  and  diagnosed 
some  obstruction  in  the  abdomen ;  but  by  this  time  the 
patient  was  practically  moribund,  and  she  died  shortly 
afterwards. 

At  the  post-mortem  on  Saturday,  5th  July,  it  was  found  to 
be  a  case  of  appendicitis.  When  the  abdomen  was  opened, 
the  first  thing  to  escape  was  pus,  and  a  large  abscess,  containing 
about  two  pints  of  pus,  was  found  in  the  neighbourhood  of  the 
appendix.  The  appendix  itself  had  three  concretions  in  it, 
was  gangrenous,  and  had  a  perforation  in  it  near  the  base.  In 
a  similar  case  (of  perforated  appendix)  two  years  ago,  recovery 
had  followed  operation ;  but  in  this  instance  the  termination 
was  not  such  a  happy  one. 

The     case    was    interesting    as     showing    the    danger    of 
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appendicitis  as  a  complication  of  laliour.  Twenty  years  ago 
such  a  case  would  have  been  called  one  of  puerperal  fever. 
The  lesson  from  a  case  of  this  kind  was  very  obvious,  namely, 
that  one  must  really  consider  every  possibility  when  grave 
intestinal  symptoms  follow  immediately  after  labour  v/as  over. 
It  was  interesting  that  the  patient's  friends  took  the  twenty 
years  ago  view  he  referred  to,  for  when  permission  was  asked 
for  a  post-mortem,  they  said,  What  do  you  want  an  examina- 
tion for  ?  the  cause  of  death  was  labour.  Even  within  the 
first  twelve  hours  after  labour,  it  was  essential  to  think  of 
every  possible  complication.  Had  this  patient  come  into 
hospital  two  days  before,  when  she  was  not  in  labour,  she 
would  have  gone  into  the  pregnancy  ward,  and  probably  it 
would  then  have  been  recognised  that  there  was  something 
more  than  the  pregnancy.  An  earlier  operation  might  have 
been  successful,  although  from  the  large  size  of  the  abscess,  he 
scarcely  thought  it  would. 

Dr  Coivan  Guthrie  said  he  was  much  interested  in  this  case, 
having  sent  the  patient  to  the  Maternity  Hospital.  He  was 
called  to  see  her  and  found  the  house  in  a  miserable  state; 
she  had  had  very  little  food  for  quite  a  long  time.  When 
seen  two  days  before  admission  to  hospital  she  had  general 
pain  all  over  the  abdomen,  and  he  gave  an  injection  of 
scopolamine.  Next  morning  the  pain  was  distinctly  localised 
over  the  appendix.  He  felt  very  doubtful,  and  thought  if 
there  was  any  more  pain  it  would  be  necessary  to  send  her 
to  the  hospital.  When  he  again  saw  her  she  was  in  labour, 
and  as  there  was  no  proper  person  to  attend  to  her,  he 
thought  the  best  thing  was  to  send  her  to  the  Maternity 
Hospital.  The  symptoms  were  quite  definite  of  appendicitis, 
first  the  general  pain  and  then  the  localised  pain.  The 
greater  labour  pains  came  on  and  covered  up  the  localised 
pain.     He  made   a   diagnosis    of   appendicitis,  but  thought  it 
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might  be  after  all  a  case  of  inflammatiou  of  the  ovary,  in  which 
he  had  seen  a  great  deal  of  pain. 

The  President  asked  if  the  abscess  was  localised  at  the 
post-mortem. 

Dr  Ballantyne  replied  that  it  had  burst. 

IV.  Dr  Haidtain  showed — adenocakcinoma  of  uteeus, 
removed  a  fortnight  previously  from  a  patient,  set.  58,  with 
a  history  of  haemorrhage.  He  advised  the  patient  to  be 
curetted,  and  she  was  sent  to  a  Home  with  this  object.  In 
the  process  of  curetting,  he  felt  the  dilator  had  passed  through 
the  uterus ;  however,  thinking  it  better  to  continue,  he  dilated 
up  and  got  out  a  very  considerable  amount  of  soft  material, 
which  upon  examination  proved  to  be  of  a  malignant  character. 
The  operation  was  done  on  Thursday,  26th  June,  and  the 
report  received  the  following  Sunday.  He  decided  to 
operate  on  Monday,  the  patient  meanwhile  having  been  quite 
well,  with  perhaps  a  rise  of  temperature  of  half  a  degree. 
The  abdomen  was  opened  and  the  uterus  removed  by 
panhysterectomy. 

The  interest  of  the  specimen  is,  firstly,  that  it  shows  the 
point  of  perforation  in  the  uterine  wall;  and  from  that 
point  of  perforation  there  was  a  very  marked  inflammatory 
condition  set  up,  involving  the  tube  and  ovary,  and  extending 
over  the  uterus.  After  the  operation  the  patient  never  had 
an  untoward  symptom  at  all,  and  now,  ten  days  afterwards, 
she  is  all  right. 

On  opening  the  uterus  eight  days  after,  he  was  struck  to 
find  a  purulent-like  material;  there  was  still  some  of  it  in 
the  cavity  of  the  uterus.  It  is  an  interesting  point  that 
there  was  an  inflammation  set  up.  He  presumed  his  dilator, 
having  been  boiled,  was  aseptic;  he  thought,  however,  he 
must  have  carried  up  some  of  the  vaginal  organisms,  which 
evidently  were   going  to  be  a  considerable  danger.     Another 
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interesting  point  is  the  time  taken  before  symptoms  of 
inflammation ;  the  curetting  was  done  on  Thursday  afternoon 
and  the  operation  not  till  the  following  Monday,  There 
were  three  clear  days  almost  without  constitutional  symptoms, 
and  yet  he  was  quite  sure  that  if  this  tumour  had  turned 
out  in  the  report  to  be  a  benign  case,  he  probably  would 
have  had  to  operate  for  an  inflammatory  peritoneal  condition. 
Having  perforated  the  uterus,  which  he  had  done  once  or 
twice  before,  he  was  careful  neither  to  douche  the  patient 
nor  swab  her  out. 

V.  Jfr   E.   Scott    Carmichael    showed — MALFORMATION   OF 

THE  EIGHT  FALLOPIAN  TUBE  WITH  RUDIMENTARY  UTERUS. 

VI.  Dr  JaviGs    Young  (for  Dr  Drennan)  showed — case  of 

CHRONIC  PARAMETRITIS  WITH  DOUBLE  HYDRONEPHROSIS.  DOUBLE 
URETER  ON  ONE  SIDE. 

The  patient  was  a  woman  a3t.  35.  She  was  admitted  to 
hospital  on  13th  March  1910  in  a  drowsy  condition,  with  a 
history  of  two  days'  illness  consisting  in  drowsiness  with  slight 
attacks  of  coma,  and  great  thirst.  The  only  previous  history 
tliat  could  be  obtained  was  that  she  had  had  a  crop  of  boils  on 
the  neck  a  year  before,  and  that  since  the  birth  of  her  last 
child,  three  or  four  years  previously,  she  had  never  felt  well. 
No  details  as  to  any  gynaecological  condition  w^re  procurable. 
On  admission  she  lay  in  bed  in  a  drowsy  state,  but  could  be 
easily  roused.  She  was  cold  and  shivering,  and  the  face  was 
pale.  Temperature  was  97°  F.,  and  pulse  rapid  (100)  and 
feeble ;  respirations  were  increased  (20-24)  and  there  was 
some  stridor.  There  was  no  smell  of  acetone  in  the  breath. 
She  passed  18  oz.  of  urine  shortly  after  admission ;  this 
contained  a  trace  of  albumen  and  a  trace  of  indol,  but  no 
other  abnormal  constituent;  it  was  clear,  and  the  sp.  gr.  was 
1010.      The   heart   was    not    rccognisably   enlarged,   and   the 
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second  pulmonary  sound  was  accentuated.  The  knee-jerks 
were  present  and  active.  After  being  warmed  up,  the  patient 
seemed  better.  Next  morning  the  patient  sat  up  and  suddenly 
dropped  back  dead. 

A  post-mortem  examination  was  performed  twenty-four 
hours  later.  There  was  no  oedema  of  the  subcutaneous  tissues, 
and  only  a  slight  excess  of  fluid  in  the  pericardium  and 
peritoneum. 

Heart  showed  engorgement  of  all  the  cavities  with  p.-m. 
clot,  and  slight  dilation  of  right  and  left  ventricles,  and  of 
mitral  and  tricuspid  orifices.  The  myocardivmi  was  fatty  and 
friable.     There  was  no  atheroma  of  the  aorta  or  its  branches. 

LvMcjs  showed  only  some  emphysema,  and  on  section 
congestion  and  slight  oedema.     No  bronchitis. 

Liver  was  fatty. 

Stomach  and  intestines  showed  nothing  worthy  of  note. 

The  kidneys,  ureters,  and  pelvic  contents  were  removed 
entire.  As  they  lay  in  situ,  the  ureters  had  the  following 
arrangement. 

The  right  was  double.  The  upper  one  proceeded  froin 
a  separate  pelvis  straight  down  and  over  the  brim  of  the  pelvis 
to  the  bladder;  the  lower  one  proceeded  down  parallel,  and 
external  to  the  upper.  Both  were  greatly  dilated,  but  the 
walls  were  not  thickened. 

The  left  was  single  but  also  greatly  dilated,  and  showed, 
half-way  between  the  lower  pole  of  the  kidney  and  the  brim 
of  the  pelvis,  an  S-shaped  curve;  this  had  not  caused  any 
obstruction  as  the  dilation  was  as  great  above  as  below. 

The  kidneys  and  ureters  were  firmly  adherent  to  the  retro- 
peritoneal tissue. 

Kidneys. — Eight  kidney  was  enlarged,  and  showed  a  number 
of  large  cysts  on  the  surface.  On  section  very  little  kidney 
substance  was  left.  The  capsule  stripped  readily,  leaving  a 
pale  surface  with  some  congested  stellate  veins    and  irregular 
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nodules,  due  to  small  abcesses.  The  cortex  was  greatlj 
diminished,  and  riddled  with  small  yellow  abscesses.  The 
pyramids  had  almost  disappeared.  The  pelves  and  calyces 
were  greatly  dilated  and  filled  with  clear  fluid,  with  some  flakes 
of  lymph  floating  in  it.  The  two  pelves  were  distinct  from 
each  other. 

The  left  kidney  showed  more  extreme  atrophy,  and  had 
only  a  thin  shell  of  cortex,  in  which  no  definite  abscesses  could 
be  detected. 

Microscopically  the  right  kidney  showed  atrophy  of  the 
tubules,  with  much  interstitial  overgrowth  and  obliteration  of 
the  glomeruli,  and  many  small  acute  abscess  cavities.  The- 
left  kidney  showed  much  more  marked  atrophy  and  interstitial 
overgrowth,  but  no  abscesses  were  discovered. 

Bladder  showed  no  cystitis,  but  slight  congestion  of  the 
mucous  membrane;  the  wall  was  hypertrophied  at  the  upper 
part.  Projecting  into  the  bladder  posteriorly  and  inferiorly, 
and  involving  the  trigone  and  openings  of  the  ureters,  was  a 
firm  elevation  composed  of  dense,  whitish  fibrous  tissue. 

This  mass  of  fibrous  tissue  extended  out  on  both  sides  from 
the  anterior  lip  of  the  cervix  and  anterior  wall  of  the  vagina 
into  the  broad  ligament  to  the  wall  of  the  pelvis  on  both  sides. 
The  pelvic  fat  adjacent  was  infiltrated  with  white  filirous  l^ands. 
The  urethral  opening  was  not  involved,  but  the  urethral  openings 
were  tightly  compressed  by  the  fibrous  mass,  and  a  small  probe 
could  with  difficulty  be  passed  into  the  ureters.  The  openings 
of  the  two  ureters  on  the  right  side  were  quite  separate,  being 
about  I  of  an  inch  apart,  but  both  on  the  urethral  ridge,  which 
projected  into  the  bladder,  as  noted  before. 

Microscopically  the  fibrous  mass  noted  consisted  only  of 
dense  fibrous  tissue,  with  in  places  many  congested  vessels- 
around  which  were  collections  of  lymphoid  cells.  The  broad 
lio-aments  showed  a  similar  appearance,  and  in  it  were  several 
lymphatic  glands  showing  fibrous    overgrowth.     Some   of   the 
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vessels  in  the  fibrous  tissue  showed  marked  degenerative 
changes  in  their  middle  and  inner  coats.  No  trace  of  new 
growth  was  discovered. 

The  anterior  lip  of  the  cervix  and  the  adjacent  vao-inal 
wall  showed  great  fibrous  overgrowth  with  disappearance  of 
many  muscle  fibres. 

The  wall  of  the  ureter,  as  it  passed  through  the  fibrous 
mass,  showed  invasion  of  its  muscle  wall  by  the  fibrous  tissue 
and  flattening  of  its  epithelium. 

The  case  is  of  interest  from  several  points  of  view. 

Firstly,  the  anatomical  condition  is  unusual  but  not 
particularly  uncommon. 

The  chief  interest  lies  in  the  condition  of  the  pelvic 
contents.  Apparently  the  patient  had  suffered  from  a  para- 
metritis of  considerable  severity  which  had  become  cicatrised, 
and  involved  the  openings  of  all  three  ureters  with  consequent 
hydronephrosis.  This  had  been  more  complete  on  the  left  side, 
and  that  kidney  was  practically  functionless.  The  right  had 
done  the  work  until  the  acute  infection  occurred,  which  gave 
rise  to  the  multiple  small  abcesses  and  ultimately  renal 
insufficiency. 


VII.  FATAL  CASES  OF  JAUNDICE  IN  THE  NEW-BORN 
CHILD,  WITH  NOTES  OF  A  CASE  IN  SUCCESSIVE 
PREGNANCIES. 

By  De  John  M'CtIBbon. 

Icterus  neonatorum  is  a  condition  with  which  all  of  us  are 
exceedingly  familiar;  in  fact  so  common  is  it  that  even  the 
student,  while  attending  his  dozen  cases,  generally  comes  across 
one  or  two  instances  of  it.  Holt  found  it  in  33-3  per  cent,  of 
new-born  children.  It  is  in  some  cases  but  a  slight  jaundice, 
apparent   perhaps  only  on  the  head  and    chest,  and  does  not 
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appear  until  the  second  or  third  day.  Such  a  condition  is  due 
to  a  readjustment  on  the  part  of  the  liver  functions  at  birth, 
and  may  he  considered  physiological. 

Still  more  pronounced  cases  are  also  frequently  met  with, 
however,  which  are  associated  with  gastro-intestinal  disturb- 
ances, and  in  which  the  jaundice,  which  may  cover  the  entire 
body,  may  persist  for  a  week  or  two  and  then  very  gradually  dis- 
appear. We  have  all  met  even  with  this  more  pronounced  type 
of  jaundice,  and  we  know  that  they  are  specially  met  with  in 
feeble,  premature  infants,  in  those  born  after  difficult  and 
tedious  labours,  and  especially  if  partially  asphyxiated.  Such 
forms  of  jaundice  as  these  do  occasionally  end  fatally,  and 
especially  when  associated  with  prematurity. 

It  is,  however,  to  a  much  more  grave  form  of  jaundice  to 
which  I  venture  to  call  your  attention,  which  though  not  always 
fatal  is  very  generally  so,  and  which  in  all  cases  is  associated 
with  marked  and  somewhat  extraordinary  changes  in  the  blood, 
the  essential  features  of  which  are  a  great  reduction  in  the 
number  of  red  cells  in  the  blood,  and  the  presence  of  large 
numbers  of  normoblasts  and  megaloblasts.  I  do  not  propose 
to  enter  into  a  detailed  description  of  the  various  forms  of  red 
and  white  cells  met  with  in  the  blood  of  the  cases  which  have 
hitherto  been  examined,  as  to  attempt  to  do  so  would,  I  admit, 
be  out  of  place  at  this  Society,  although  they  have  formed  a 
most  interesting  study  to  those  interested  in  htematology. 

I  simply  desire  to  place  before  your  notice  some  cases  which 
have  been  recorded  of  this  disease  by  different  observers,  and  to 
which  the  term  Congenital  Familial  Jaundice  has  been  given. 
A  series  of  such  cases  has  come  under  my  own  observation,  and 
as  I  am  not  aware  that  the  subject  has  been  brought  before  an 
Obstetrical  Society,  it  seemed  to  me  that  it  should,  as  it  is  the 
obstetric  attendant  whose  attention  will  be  first  called  to  the 
condition,  and  whose  opinion  will  be  first  sought. 

Tills  is  merely  intended  then  as  a  review  of  such  eases,  to 
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remind  you  of  their  existence,  and  of  the  importance  of  giving  a 
guarded  prognosis  as  regards  the  child,  until  a  lilood  count  has 
been  made  and  blood  films  taken,  which  should  be  done  in  every 
case  where  a  jaundice  present  at  birth  becomes  rapidly  pro- 
nounced. 

The  majority  of  cases  die  within  a  week,  some  live  for  a  few 
weeks,  and  occasionally  an  infant  whose  blood  has  shown  all  the 
characters  of  this  disease  in  association  with  jaundice,  becomes 
quite  normal,  and  recovers  completely  in  a  few  months.  Such 
was  the  case  in  the  first  child  of  my  series  which  exhibited 
symptoms. 

There  can  be  no  doubt  that  in  the  past  many  infants  with 
jaundice,  but  otherwise  well  developed,  and  who  have  only 
survived  a  few  days,  were  true  examples  of  this  disease, 
but  being  before  the  period  when  blood  examinations  came 
into  vogue,  their  true  nature  remained  obscure. 

The  total  number  of  recorded  cases  of  this  disease  is  not 
great,  but  I  feel  sure  that  if  the  blood  of  every  jaundiced 
child  with  enlarged  spleen  was  examined,  many  more  cases 
would  be  brought  to  light. 

In  recent  years  a  few  isolated  cases  have  been  reported. 
I  mean  by  that  a  single  case  in  a  large  family;  but  the 
majority  of  cases  have  been  members  of  the  same  family, 
in  which  both  parents  have  been  quite  healthy,  and  have 
been  described  under  such  names  as  Congenital  Family 
Icterus,  Hereditary  Icterus,  and  Family  Cholsemia.  It 
would  serve  no  good  purpose  to  enter  into  a  descrijDtion 
of  the  isolated  cases,  but  one  might  refer  to  those  which 
have  occurred  in  successive  pregnancies,  and  have  been 
collected  by  Arkwright,  Busfield,  Auden,  Ashby,  Wright, 
and  others. 

Thus  Arkwright's  series  constitutes  a  record  of  a  woman 
who  had  fifteen  pregnancies  The  first  child  was  healthy 
and    not   affected    by  jaundice.      All    the   others    were   born 
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jaundiced,  and  of  these  the  second,  fourth,  fourteenth,  and 
fifteenth  recovered;  all  the  others  died,  of  whom  some  only 
survived  a  few  days,  others  a  few  weeks,  and  one  seems  to 
have  lived  for  seven  months. 

Auden's  Cases. — Auden  gives  the  records  of  a  woman  who 
had  twelve  pregnancies.  Her  first  child  was  delivered  at 
full  term  with  no  jaundice  and  survived.  Of  the  subsequent 
eleven  pregnancies,  two  ended  in  abortions,  and  in  all  the 
others  which  went  to  full  term  the  children  were  born 
jaundiced,  or  else  developed  jaundice  within  twenty-four 
hours.  It  is  well,  I  think,  to  note  here  that  the  pregnancies 
which  ended  as  abortions  were  the  fourth  and  the  ninth. 
It  is  no  less  interesting  in  reviewing  this  series  to  observe 
that  the  fifth  pregnancy  should  end  in  a  child  which  survived, 
while  all  the  subsequent  ones  ended  with  the  delivery  of 
children  who  died  within  a  week  of  birth,  with  the  excep- 
tion of  one  which  lived  twenty  -  two  days.  Of  this  series 
of  twelve  pregnancies,  it  was  the  first  and  the  fifth 
children  who  survived,  the  former,  be  it  noted,  never 
showing  any  trace  of  jaundice,  the  latter  being  born  yellow, 
but  surviving. 

Ashby  and  Wright  record  a  family  of  six,  the  first  two  of 
whom  appear  to  have  been  born  without  jauutlice  and 
survived,  while  the  third,  fourth,  fifth,  and  sixth  all  died 
with  jaundice. 

Busfield  describes  the  case  of  a  woman  with  ten  pregnancies. 
Here,  again,  the  first  child  had  no  jaundice  and  survived. 
The  third,  fourth,  fifth,  and  sixth  had  all  jaundice  and  died, 
while  the  seventh  and  eighth,  although  also  jaundiced, 
recovered.  The  ninth  and  tenth,  however,  were  born  with 
jaundice  and  died. 

I  shall  now  refer  to  the  series  of  cases  which  have  come 
under  my  own  observation,  the  history  of  which  is  as  follows : — 

The  mother  has  had  six  pregnancies,  all  of  which  went  to 


BY   DR   JOHN   :\['GIBBON.  289 

full  term,  with  the  exception  of  the  fifth,  which  terminated 
at  the  eighth  month. 

The  First  Pregnancy. — The  first  child,  a  male,  was  born 
in  September  1902,  with  no  trace  of  jaundice  and  never 
showed  any  during  infancy,  and  is  now  a  strong,  healthy 
boy  of  ten.  It  is  worthy  of  note  here  that  the  record 
•of  cases  described  by  the  observers  whose  names  I  have 
mentioned,  show  not  only  that  the  first  child  born  survived, 
but  also  that  no  jaundice  appeared. 

The  Second  Pregnancy. — The  second  child,  a  male,  was 
born  October  1904,  with  jaundice,  but  recovered,  and  is  now 
a  strong  and  healthy  well-developed  child  of  eight.  At  birth 
I  observed  that  the  entire  body  was  a  pale  lemon  tint,  but 
this  deepened  the  following  day,  and  by  the  third  day  passed 
into  a  much  deeper  colour,  like  that  of  a  catarrhal  jaundice. 
There  was  a  well-marked  enlargement  of  the  spleen,  and 
the  blood,  from  which  numerous  films  were  taken  by  Dr 
Gulland  and  Dr  Hill  Buchan,  was  found  to  present  the 
features  characteristic  of  this  disease. 

The  case  was  subsequently  published  by  Dr  Buchan  and 
■myself  in  the  Scottish  Medical  and  Surgical  Journal  for 
September  1906.  This  child  remained  in  a  very  drowsy 
state  for  the  first  few  weeks,  and  its  feeding  was  a  matter 
of  great  difficulty.  The  jaundice  remained  pronounced  for 
about  three  weeks,  but  all  trace  of  it  had  disappeared  at 
the  end  of  six,  leaving  in  its  stead  an  intense  pallor. 
From  this  point  the  child  continued  to  thrive,  and  its 
subsequent  rate  of  development  was  fairly  normal.  He  is 
now  eight,  and  has  never  shown  any  tendency  to  recurrence 
of  jaundice  or  ansemia,  and  is  in  every  respect  strong  and 
healthy. 

The  Third  Pregnancy. — A  female  child,  born  7th  April 
1906,  full  time  and  well  nourished;  jaundice  well  marked  at 
birth,  but  became  more  profound  at  the   end  of   twenty-four 
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hours.  Spleen  enlarged;  urine  bile-stained.  Child  very- 
drowsy  and  died  suddenly  on  the  fifth  day.  The  blood  films 
showed  the  changes  already  referred  to. 

The  Fourth  Pregnancy. — A  female  child,  born  20th  July 
1907,  full  time  and  well  developed ;  jaundice  at  birth  slight  but 
distinct,  developed  slowly  for  the  first  thirty-six  hours,  but 
after  that  became  rapidly  profound.  Spleen  much  enlarged. 
Stools  were  of  a  pale  colour  but  contained  some  bile. 

This  was  a  large,  well-nourished  child,  but,  like  the  previous 
one,  it  remained  in  a  very  drowsy  state.  It  had  a  hsemorrhage 
from  the  umbilical  ring  on  the  sixth  day,  and  died  the  follow- 
ing.    Blood  films  showed  the  same  changes. 

The  Fifth  Pregnancy. — This  resulted  in  a  female  child,  but 
still-born,  on  25th  December  1909,  at  the  eighth  month. 
Jaundice  was  well  marked  over  the  entire  body. 

The  Sixth  Pregnancy. — This  is  the  last  pregnancy  which, 
this  woman  has  had,  and  delivery  took  place  on  6th  January  of 
this  year.  The  child  was  full  time,  plump  and  healthy,  but 
being  born  at  5  a.m.  it  was  impossible  for  me  to  state  with 
accuracy  the  degree  of  jaundice  present.  On  returning  five 
hours  later,  however,  I  found  the  jaundice  pronounced  and  the 
spleen  enlarged.  This  child  did  not  appear  so  drowsy  as  its 
predecessors,  and  I  thought  it  might  possibly  survive.  On  the 
third  day  the  whole  body  was  a  deep  jaundice,  and  the  spleen 
easily  palpable  at  the  costal  margin,  and  I  had  resolved  to 
bring  this  child  and  show  it  to  the  Society.  It  then  occurred 
to  me  that  the  true  colour  would  not  be  seen  in  electric  light. 
and  it  was  perhaps  as  well  I  did  not  bring  the  child,  as  it  died 
suddenly  during  the  time  the  Society  met,  without  warning 
of  any  kind,  there  being  no  umbilical  haemorrhage  on  this 
occasion.  A  post-mortem  examination  was  made  the  same 
day,  but  as  the  organs  of  the  previous  children  who  died 
were  all  examined,  and  as  the  changes  found  were  similar, 
it  will  be  sufficient  to  indicate  just   the   main  points  in  the 


BY   DR    JOHN    M'GIBBON.  291 

morbid  anatomy  common  to  all.  The  first  change  observed 
was  small  haemorrhages  under  the  peritoneum  and  in  the 
lungs.  The  chief  alteration  in  the  liver  was  a  very  great 
increase  in  the  size  of  the  islands  where  blood  formation  was 
in  progress. 

In  one  case  of  this  series  there  was  distinct  blockage  of  the 
common  bile  duct  at  its  entrance  into  the  duodenum. 

This  is  interesting,  for  before  special  methods  of  blood 
examination  came  into  vogue,  Dr  John  Thomson  had  collected 
a  large  series  of  cases  of  fatal  jaundice  occurring  in  young 
infants,  some  of  which  were  associated  with  either  obliteration 
or  occlusion  of  the  bile  ducts  ;  but  it  is  not  unlikely  that  some 
of  these  cases  may  have  been  of  a  similar  character  to  the  series 
now  under  consideration.  In  two  cases  there  was  an  increase 
of  connective  tissue  in  the  liver. 

The  Lymphatic  Glands  showed  active  proliferative 
changes. 

The  Thymus  Gland  was  not  much  increased  in  size,  but 
it  also  showed  active  proliferative  changes  similar  to  those 
found  in  the  lymph  glands. 

The  Thyroid  showed  no  naked-eye  changes,  but  sections 
showed  an  increase  of  fibrous  tissue,  with  an  entire  absence  of 
colloid  material.  Buchan  and  Comrie  in  examining  a  healthy 
control  full-term  child  found  the  stroma  less  in  amount,  and 
the  acini  distended  with  colloid  material,  but  state  that  they 
were  unable  to  say  what  bearing  such  changes  found  might 
have  on  the  general  pathological  condition. 

The  Kidneys. — In  none  of  the  cases  examined  did  the 
kidneys  show  more  than  a  slight  degree  of  cloudy  swelling  of 
the  secreting  tubules. 

The  Suprarenals. — Somewhat  large,  also  showed  cloudy 
swelling,  with  a  poor  staining  capacity  of  the  nuclei  in  the 
medullary  cells. 

Such  are  the  main  features  in  the  morbid  anatomy  of  this 
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congenital   familial  jaundice,  as  it  has  been    termed,   and   it 
would  appear  that  there  are  two  types: — 

(a)  Which  is  present  at  birth  or  immediately  thereafter. 

(b)  Which  does  not  manifest  itself  until  later. 

It  is  in  all  cases  associated  with  a  profound  ansemia,  which 
is  probably  the  actual  cause  of  death  in  some  cases.  The  vast 
majority  of  cases  recorded  have  died,  but  some  have  survived, 
the  blood  assuming  a  normal  appearance  and  all  symptoms 
disappearing.  In  my  own  series  there  is  the  boy  of  now  eight 
years,  whose  blood  is  normal,  and  whose  health  and  develop- 
ment are  all  one  could  wish  for.  On  the  other  hand,  it  would 
appear  that  the  condition  may  subside  some  weeks  after  birth, 
but  may  reappear  at  intervals  during  childhood  or  early  adult 
life. 

Hawkins  and  Dudgeon  record  the  case  of  a  policeman,  a 
strong,  healthy,  and  vigorous  man  of  twenty-seven  who  had 
jaundice  from  birth. 

The  pathology  of  this  congenital  family  jaundice  is  as  yet 
obscure,  although  various  theories  have  been  advanced.  It  will 
suffice  to  refer  just  to  one  or  two  explanations  suggested. 

In  the  first  place,  one  has  to  ask  the  question.  Is  there  any 
relationship  between  the  jaundice  and  the  ansemia  ?  It  would 
be  easy  to  regard  the  hsemolytic  action  of  the  bile  as  the  etio- 
logical factor,  and  regard  the  ansemia  as  secondary  to  the 
jaundice,  and  the  jaundice  itself  as  an  obstructive  one,  the 
result  of  biliary  obstruction.  Now  while  in  one  case  there  was 
organic  closure  of  the  common  bile  duct,  there  was  no  such 
condition  present  in  the  others,  although  undoubtedly  there 
was  some  swelling  of  the  mucous  membrane  in  the  large  bile 
ducts. 

One  has  also  to  bear  in  mind  that  in  this  series  of  cases 
there  was  the  one  child  who  recovered,  which  would  seem  to 
exclude  atresia  or  occlusion  of  the  bile  ducts  as  the  essential 
cause,  because,  as  Dr  John  Thomson  pointed  out,  that  condition 
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is  so  far  as  is  known  always  fatal,  and  on  the  other  hand,  the 
last  two  of  the  other  fatal  cases  in  the  series  have  shown  no 
occlusion. 

Even,  however,  if  it  were  of  obstructive  origin,  there  is  not 
sufficient  evidence  to  show  that  bile  absorbed  into  the  circula- 
tion has  the  power  of  producing  such  a  rapid  and  intense 
haemolysis,  for  the  blood  of  simple  Icterus  Neonatorum  does 
not  show  such  changes,  and  in  profound  jaundice  in  the  adult, 
anfemia  is  not  a  prominent  symptom. 

The  jaundice  and  the  ansemia  might  both  be  of  toxic  origin, 
which  could  produce  a  rapid  hsemolysis  and  cholangitis  with 
obstructive  jaundice. 

It  is  difficult  to  accept  the  toxsemic  theory,  because  one 
would  expect  to  find  more  pronounced  changes  in  the  kidneys. 
One  cannot  readily  understand  a  toxine  so  powerful  as  to 
produce  such  destructive  changes  in  the  blood,  and  in  the  liver 
particularly,  passing  over  the  kidneys,  in  which  organs  nothing 
more  than  a  little  cloudy  swelling  was  met  with. 

During  the  latter  three  pregnancies,  I  kept  the  mother 
under  close  observation  from  the  third  month  onwards,  and  it 
would  have  been  difficult  to  meet  with  a  woman  who  showed 
less  evidence  of  disturbance  during  her  pregnancies  than  she 
did.  She  did  not  even  have  the  minor  complaints  which  would 
have  been  physiological,  much  less  any  which  could  bear  evi- 
dence of  anything  toxic. 

The  question  of  syphilis  as  the  factor  in  producing  this 
condition  has  been  frequently  discussed,  and  I  have  heard  more 
than  one  authority  on  the  diseases  of  children  express  the 
opinion  that  they  were  all  of  this  origin.  It  is,  of  course, 
always  difficult  to  exclude  syphilis;  but  there  is  not  the 
slightest  evidence  of  any  syphilitic  taint,  so  far  at  any  rate  as 
the  series  I  have  submitted  is  concerned,  and  I  think  you  will 
agree  with  me  that  the  obstetric  history  of  those  women  who 
have  criven  birth  to  children  who  have  had  this  condition,  does 
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not  at  all  suggest  syphilis.  With  few  exceptions,  the  records 
of  collected  cases  show  that  the  children  affected  went  to  full 
term. 

In  the  series  collected  by  Auden,  one  finds  two  abortions, 
each  of  which  was  preceded  and  succeeded  by  a  full-term 
child. 

As  regards  the  placenta,  sections  were  examined  from 
various  parts  in  three  of  the  cases,  and  found  to  be  practically 
normal,  only  one  showing  a  slight  increase  of  filn'ous  tissue. 

In  one  case  only  did  I  meet  with  a  slight  adhesion  of  the 
membranes.  Eecognising,  however,  the  importance  of  the 
Wassermau  reaction,  I  had  the  mother's  blood  recently 
examined  at  the  Wasserman  Institute,  and  the  report  sent 
was  "slightly  positive."  A  special  quantitative  examination, 
however,  had  not  been  made,  so  that  this  requires  further 
investigation. 

A  view  which  has  been  brought  forward,  and  which  is 
referred  to  by  Hawkins  and  Dudgeon,  and  which  seems  to  have 
gained  favour,  is,  that  this  type  of  jaundice  is  due  to  some 
congenital  defect  in  the  red  cells,  of  the  nature  of  an  undue 
fragility,  whereby  they  become  broken  up  by  slighter  causes 
than  would  the  red  cells  of  normal  blood.  Now  the  evidence 
on  this  point  rests  on  observations  made  as  to  the  behaviour 
of  the  corpuscles  in  saline  solutions  of  graduated  degrees  of 
dilution.  Thus  it  is  found  that  the  red  cells  in  these  cases  are 
readily  hsemolysed  in  solution  of  strengths  which  have  no  effect 
on  cells  from  normal  cases.  This  fragility  may  possibly  be  due 
to  some  congenital  abnormality  of  the  red  marrow,  or,  as  is 
suggested  by  Hawkins  and  Dudgeon,  to  some  defect  in  the 
stability  of  the  hasmoglobin  compound  present  in  the  red  cells. 

A  word  regarding  the  diagnosis. — The  condition  can  of 
course  only  be  diagnosed  by  means  of  blood  counts  and  blood 
films.  It  has  to  be  differentiated  from  simple  icterus 
neonatorum  or  simple  catarrhal  jaundice  on  the  one  hand,  and 
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on  the  other,  from  the  more  grave  forms,  viz. — septic  jaundice, 
jaundice  due  to  congenital  atresia,  or  absence  of  gall  bladder 
and  bile  ducts,  and  those  due  to  syphilitic  cirrhosis,  or  acute 
yellow  atrophy.  Septic  jaundice  of  course  being  the  result 
usually  of  umbilical  infection  comes  on  later  with  fever. 

In  congenital  malformations  it  would  appear  that  the 
jaundice  is  often  postponed  for  one  or  even  two  weeks  after 
birth.  Syphilitic  cirrhosis  is  very  seldom  met  with  so  early, 
and  acute  yellov/  atrophy  in  the  new-born  infant  is  extremely 
rare,  although  Politzer  records  a  case. 

Conclusions. 

The  following  points  in  this  Congenital  Familial  Jaundice 
may  be  said  to  be  estabhshed  : — 

First. — It  is  a  disease  which  may  appear  as  an  isolated 
case  in  a  large  family,  but  the  tendency  is  to  affect  several 
members  of  one  family. 

Second. —  Syphilis  cannot  be  absolutely  excluded  as  an 
etiological  factor,  but  there  is  no  evident  connection. 

Third. — It  is  a  disease,  the  essential  features  of  which  are 
jaundice,  visible  at  birth,  or  becoming  apparent  within  twenty- 
four  hours,  and  generally  earlier,  an  enlarged  spleen,  and  a 
profound  ansemia  due  to  a  great  reduction  of  red  cells  in  the 
blood. 

Fourth. — In  every  child  who  is  born  with  jaundice,  and  in 
whom  the  jaundice  deepens  rapidly,  the  spleen  should  be 
examined,  and  if  enlarged,  a  careful  blood  examination  should 
be  conducted. 
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The  President  said  the  Society  would  be  glad  to  hear  any 
remarks  on  this  interesting  paper. 

Br  James  Ritchie  expressed  much  interest  in  Dr  M'Gibbon's 
communication,  because  of  the  following  experience  which 
occurred  many  years  ago  in  relation  to  one  patient  (a  well- 
built,  healthy  woman,  whose  husband  also  was  healthy)  whom 
he  had  attended  at  all  her  confinements — eleven  in  number. 
All  the  children  were  born  at  term  ;  there  were  no  miscarriages. 
The  first  child  was  born  in  1876.  The  others  followed  at 
intervals  of  from  sixteen  to  twenty-six  months.  The  eleventh 
child  was  born  in  1894.  At  birth  they  were  all  well  nourished, 
not  icteric,  but  they  all  became  jaundiced  on  the  second  or 
third  day,  and  along  with  an  increase  of  jaundice,  the  children 
became  more  or  less  anaemic.  Four  of  them  died  of  intense 
anaemia,  viz.,  the  second,  who  lived  only  a  few  days ;  the 
seventh,  who  had  also  umbilical  haemorrhage;  the  eighth 
succumbed   on    the    thirteenth    day,    and   the   ninth   on   the 
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eleventh  day.  Three  others,  viz.,  the  third,  fourth,  and  sixth, 
were  seriously  ill  for  about  fourteen  days,  but  recovered.  The 
fifth  died  of  bronchitis  at  the  age  of  six  weeks. 

As  to  the  causes  of  icterus  neonatorum,  it  is  ordinarily 
accepted  that: — (1)  In  the  milder  degree  it  is  due  to  the  great 
changes  in  the  circulation  in  the  liver  which  occur  immediately 
after  birth,  whereby  the  liver  cells  have  an  enormously  increased 
blood  supply,  an  increased  secretion  of  bile,  and  a  consequent 
increase  of  haemolysis.  (2)  Where  there  is  obstruction  of  bile 
ducts  there  is  an  absorption  of  bile  as  well  as  increased 
haemolysis.  (3)  Icterus  may  be  due  to  septio  infection  from 
the  stump  of  umbilical  cord  or  from  the  intestinal  tract.  (4) 
Icterus  in  syphilitic  cases  may  be  due  to  interstitial  hepatitis. 

(5)  In  Winckel's  disease  it  is  attributed  to  haemoglobinuria. 

(6)  In  Buhl's  disease  there  is  fatty  degeneration  of  all  the 
tissues,  the  cause  probably  septic. 

In  Dr  Eitchie's  series  of  cases  there  was  no  suspicion  of 
syphilis.  The  sanitary  conditions  in  the  houses  in  which  the 
confinements  took  place  were  good,  and  the  usual  care  was 
taken  as  to  cleanliness  of  the  ligatures  of  the  cord.  As  they 
all  happened  before  blood  examination  was  as  commonly  carried 
out  as  at  present,  no  such  examination  was  made.  Post-mortem 
examination  was  made  in  one  case  only;  the  liver  and  spleen 
were  slightly  enlarged,  the  gall  bladder  and  bile  ducts  were 
normal.  The  liver  on  section  showed  a  large  amount  of  free 
iron. 

Vr  Ballantyne  said  that  when  writing  his  book  on  Antenatal 
Patholoiiy,  he  had  entered  into  the  pathology  of  this  condition  of 
icterus  neonatorum  with  great  detail,  although  without,  perhaps, 
throwing  much  light  on  it.  He  was  glad  Dr  M'Gibbon  had 
referred  to  Dr  John  Thomson's  work ;  it  was  very  valuable.  It 
seemed  to  him  (Dr  Ballantyne)  that  the  most  probable  view 
was  certainly  the  tox£emic  one,  viz.,  the  passage  of  toxins  from 
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Lhe  mother  to  the  infant  before  birth.  He  was  specially 
attracted  to  this  view  because  of  the  fact,  which  was  apt  to  be  for- 
gotten, that  the  blood  coming  from  the  placenta  of  course  passed 
through  the  umbilical  vein  of  the  cord,  and  that  the  \evj  first 
organ  of  the  foetus  which  it  reached  was  the  liver.  The  blood  was 
carried  directly  into  the  liver  by  the  venge  advehentes.  If  any 
toxin  was  circulating  in  the  mother,  the  first  part  of  the  infant 
to  be  attacked  by  it  would  be  the  liver.  That,  he  thought,  prob- 
ably accounted  for  the  great  frequency  of  a  certain  amount  of 
icterus  in  infants.  It  was  called  physiological  because  it  was 
so  common ;  but  he  thought  in  many  cases  it  was  due  to  slight 
septic  absorption.  The  pre-natal  cases  were  probably  the  result 
of  a  toxin  in  the  mother's  blood  in  pregnancy,  at  one  time  or 
another.  In  some  cases  the  mother  had  suffered  from  hyper- 
emesis  in  the  early  months  of  pregnancy,  and  that,  of  course, 
was  to  be  regarded  as  a  toxsemia ;  where  that  condition  existed, 
he  thought  the  maternal  condition  might  have  affected  the 
foetus. 

As  regarded  treatment.  In  the  case  of  a  mother  who  had 
given  birth  to  several  children  who  have  died  in  utero,  and 
where  there  was  no  syphilis,  he  had  tried  calcium  chloride  with 
benefit.  In  three  or  four  cases  in  the  Maternity  Hospital 
during  the  last  three  years  living  infants  had  thus  been  got. 
There  was,  of  course,  all  the  difference  between  life  at  home 
and  life  in  a  Maternity  Hospital,  where  all  the  functions  could 
be  attended  to  and  regulated;  but  still  he  believed  that  the 
good  result  had  been  due  in  some  measure  to  the  chloride  of 
calcium.  In  Dr  M'Gibbon's  case,  should  the  opportunity  occur, 
he  would  advise  him  to  try  this  remedy;  he  could  give  10 
grs.  of  calcium  chloride,  three  times  a  day. 

Dr  Keppie  Faterson  asked  what  was  the  theory  of  the  basis 
for  the  administration  of  calcium  chloride. 

Dr  Ballantyne. — If  one  took  the  calcium  index  of  the  blood 
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of  the  mother  and  fouud  it  to  be  below  the  normal,  one  was 
justified  in  giving  her  calcium  chloride. 

Br  Gowan  Guthrie  asked  if  it  was  a  specific. 

Dr  BaUantync  replied  that  calcium  chloride  did  a  great 
many  strange  things,  which  were  not  yet  fully  understood. 

Dr  James  Ritchie  said  in  one  of  his  cases  the  mother  was 
very  deeply  jaundiced  at  the  birth  of  one  of  her  children. 

Dr  Gowan  Guthrie  had  seen  a  good  many  cases  of  very 
severe  jaundice  in  new-born  infants.  His  cases  had  invariably 
been  due  to  distinct  septic  conditions.  It  is  very  difficult  to 
exclude  the  septic  origin.  There  is  a  direct  connection  between 
the  umbilical  cord  and  the  liver,  and  also  the  spleen ;  it  is  not 
■difficult  to  explain  a  great  many  of  these  cases  as  being  septic. 

The  President  said  they  were  very  much  indebted  to  Dr 
M'Gibbon  for  bringing  his  cases  before  the  Society.  Personally 
he  had  only  met  with  one  case  similar  to  Dr  M'Gibbon's  and 
Dr  Eitchie's.  The  patient  was  first  attended  by  Dr  Underbill. 
She  had  had  four  children.  The  father  and  mother  were 
healthy  people.  There  was  no  syphilis.  Out  of  the  four 
children  only  one  is  alive.  The  first  child  weighed  9  lbs.  when 
born  and  had  no  jaundice  at  the  time  of  birth;  it  died  two 
weeks  afterwards  of  jaundice.  Dr  Underbill  had  a  post-mortem 
made,  but  the  pathologist  could  find  absolutely  nothing  wrong. 
The  second  child,  born  two  years  later,  was  attended  by  the 
President,  Dr  Underbill  being  ill  at  the  time.  It  also  was  a 
very  healthy  child,  but  it  died  exactly  a  week  after  birth  exactly 
as  the  former  one  had  done.  Dr  John  Thomson  saw  this  child 
and  examined  the  blood ;  the  post-mortem  examination  was 
made  by  Dr  Lindsay  Milne  but  nothing  abnormal  was  found. 
The  third  child,  born  a  year  afterwards  in  the  country,  is  alive ; 
.and  the  fourth  child,  born  a  year  ago,  has  died.  He  did  not 
know  about  the  post-mortem  in  that  case.     He  agreed  with  the 
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view  that  these  cases  of  jaundice  are  septic.  Since  adopting 
the  remedy  of  Fabre  of  Lyons,  namely,  dressing  the  cord  with 
absolute  alcohol,  he  had  found  fewer  cases  of  jaundice. 

Dr  J/'Gibhon  in  reply  thanked  the  Society  very  much  for 
the  way  in  which  they  had  received  his  paper;  he  had  some 
hesitation  in  introducing  it,  and  it  was  more  with  the  object 
of  hearing  the  opinion  of  the  members  that  he  had  done  so. 
He  was  greatly  interested  in  Dr  Eitchie's  cases;  it  seemed 
to  him  they  formed  a  typical  and  very  nice  example  of  this 
condition.  The  description  given  could  hardly  leave  any 
doubt  in  one's  mind  that  the  condition  was  congenital 
jaundice.  Four  of  the  patients  died.  A  post-mortem  was  made 
in  one ;  they  occurred  before  it  was  customary  to  examine 
the  blood,  the  last  one  dying  in  1894. 

Dr  Eitchie  and  Dr  Ballantyne  had  referred  to  the  cases 
resulting  from  sepsis.  There  could,  of  course,  be  no  doubt 
that  a  large  number  of  jaundice  cases  are  septic ;  Dr  Guthrie 
also  had  referred  to  their  septic  origin.  Cases  of  icterus 
no  doubt  were  largely  of  septic  origin,  but  it  was,  he  thought, 
difficult  to  consider  that  the  type  of  cases  to  which  he  had 
referred  were  the  result  of  umbilical  sepsis.  When  one  has 
a  series  of  cases  such  as  his  own  and  those  of  Dr  Eitchie,. 
it  was  difficult  to  accept  that  theory  as  holding  good  for 
all.  Dr  Ballantyne  also  referred  to  the  toxic  view,  and 
mentioned  a  case  where  the  mother  had  pronounced 
hyperemesis.  In  his  (Dr  M'Gibbon's)  series  of  cases  in 
not  a  single  pregnancy  was  there  anything  the  least  suggestive 
of  a  toxin.  In  the  last  three  pregnancies  he  was  specially 
interested  and  anxious  to  find  out  if  there  was  anything 
in  the  mother's  condition  which  would  suggest  it;  but  there 
was  nothing. 

Dr  Ballantyne's  suggestion  of  chloride  of  calcium  interested 
him    very   much  and,   if   he   had    the   opportunity   again,   he 
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would  certaiuly  try  it.  He  would  like  to  know  whether 
Dr  Ballantyne  advised  its  use  at  au  early  stage  in  the 
pregnancy. 

Dr  Ballantyne  said  he  would  first  of  all  send  a  specimen 
of  the  blood  to  the  Laboratory  of  the  Eoyal  College  of 
Physicians  to  ascertain  the  calcium  index.  There  were  one 
or  two  books  which  gave  the  calcium  index.  He  had  given 
the  drug  in  two  or  three  cases,  beginning  with  chloride  of 
potassium  for  the  first  two  or  three  months,  and  then  changing 
to  chloride  of  calcium. 

Dr  M'Giblon,  continuing.  In  the  second,  third,  and  fourth 
pregnancies  of  his  series,  at  Dr  Gulland's  suggestion,  he  tried 
giving  the  mother  10-gr.  doses  of  iodide  of  potassium 
from  the  third  month ;  but  in  the  last  pregnancy,  Dr  Gulland 
suggested  that  it  would  be  a  good  thing  to  try  arsenic,  which 
she  got  during  the  last  four  months. 

He  did  not  quite  gather  whether  the  President's  cases 
were  one  series  or  not;  if  so,  they  were  probably  another 
example  of  this  condition. 

The  President  said  his  cases  were  one  series. 


VIII.  TWO  TUMOURS  COMPLICATING  PREGNANCY. 

By  E.  Scott  Caemichael,  M.B.,  F.R.C.S. 
(1)  Ccesarean  Section  for  Fibromyoma  in  Tvjin  Pregnancy. 

The  comparative  rarity  with  which  Caesarean  section  is 
required  for  fibromyomata  complicating  pregnancy  warrants 
the  record  of  the  present  case. 

The  records  of  such  authorities  as  Pinard,  Spence,  Donald, 
and  others,  show  how  relatively  numerous  fibroid  tumours 
are  in  the  pregnant  uterus,  and  how  relatively  uncommon 
surgical  interference  is  required. 
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The  interest  in  the  present  case  consists  in  the  fact  that 
laparotomy  was  required  during  pregnancy,  at  the  fifth 
month,  and  again  at  term  with  Csesarean  section. 

I  was  asked  to  see  Mrs  L.,  £et.  42,  a  primipara,  in  consulta- 
tion with  Dr  Gardner  of  Leith,  on  25th  October  1911,  on 
account  of  severe  abdominal  pain  at  the  fifth  month  of 
pregnancy.  She  had  been  married  for  six  years  without 
pregnancy  supervening.  She  and  the  husband  were  anxious 
to  have  a  child. 

She  had  had  periodic  attacks  of  pain  during  the  previous 
two  months,  but  they  were  of  so  severe  a  nature  that  medical 
means  failed  to  relieve  it,  and  surgical  aid  was  asked. 

On  abdominal  examination,  the  pregnant  uterus,  correspond- 
ing in  size  to  that  of  a  five  months'  pregnancy,  was  felt,  with, 
in  addition,  a  small  intensely  tender  tumour  the  size  of 
an  apple,  situated  to  the  left  and  below  the  umbilicus,  and 
attached  to  the  uterus  fundus.  It  was  freely  mobile,  having 
evidently  a  small  narrow  pedicle. 

The  patient,  a  somewhat  nervous  woman,  as  well  as  liei-  hus- 
band, requested  that  something  be  done  to  relieve  her  condition. 

On  further  examination  a  second  tumour  could  be  felt 
in  the  hypogastrium  on  the  antero-lateral  wall  of  the  lower 
uterine  segment,  passing  downwards  and  encroaching  upon 
the  cervix  as  felt  per  vaginam. 

It  was  recommended  that  the  pedunculated  fibroid  be 
removed,  and  if  possible  the  pregnancy  allowed  to  go  on. 

The  geography  of  the  second  tumour  was  made  out  more 
accurately  at  the  time  of  operation,  and  its  close  proximity 
to  the  cervix  and  pelvic  brim  rendered  the  probal-ility  of 
labour  occurring  per  vias  naturales  unlikely. 

As  the  patient's  last  menstrual  period  occurred  on  12th 
May  1911,  pregnancy  was  allowed  to  go  on  till  2nd  February 
1912,  when  she  was  again  removed  to  a  nursing  home  and 
the  abdomen  opened  by  a  6-in.  incision. 
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The  uterus  was  incised  longitudinally  within  the  abdomen^ 
through  the  anterior  wall,  the  incision  just  missing  the 
placental  attachment  which  was  to  the  left  of  the  mesial 
incision. 

A  foetus  was  removed  presenting  towards  the  lower  uterine 
segment  by  the  head,  which  lay  in  the  lap  of  a  second 
foetus  presenting  by  the  breech,  the  relative  position  of 
the  two  foetuses  being  right  to  left. 

The  position  of  the  foetuses  to  one  another  is  therefore  the 
third  most  frequent  position,  a  state  of  matters  which  pre- 
disposes to  locking  during  labour  ^er  vias  naturales. 

The  placentfe,  which  were  distinct,  were  also  removed, 
the  uterus  contracting  satisfactorily. 

Considering  the  age  of  the  patient  and  the  position  of  the 
remaining  fibroid,  supravaginal  hysterectomy  was  performed. 

The  patient  continued  to  nurse  one  of  the  twins  until  she 
left  the  nursing  home  three  weeks  later. 

The  twins,  who  were  strong  and  healthy,  weighed 
respectively  5  and  4i  lbs. 

The  points  which  strike  one  as  of  interest  in  this  case  are, 
firstly  the  age  of  the  patient,  and  the  long  period  of  sterility 
which  preceded  pregnancy. 

The  non-interference  in  the  course  of  the  pregnancy  by  the 
removal  of  the  subperitoneal  fibroid  is  in  accordance  with 
experience. 

The  uterus  was  opened  within  the  abdominal  cavity,  and 
was  never  enucleated  until  hysterectomy  was  performed,  which 
at  term  presents  no  greater  difficulty  than  when  performed  in 
a  non-parous  period. 

I  have  only  been  able  to  find  a  record  of  one  case  of  twin 
pregnancy  in  which  Csesarean  section  was  performed,  Dr 
George  Eobertson  of  Dunfermline,  some  time  ago,  performed 
Csesarean  section  for  eclampsia  with  twins,  in  which  mother 
and  children  survived. 
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(2)  Twisted  Ovarian  Cyst  causing  Strangulation  of  the 
Pelvic  Colon  and  Intestinal  Ohstruction. 

I  was  asked  to  see  in  consultation  with  Dr  Dickson  of 
South  Queensferiy,  a  lady,  the  wife  of  a  naval  officer,  on 
15th  August  1912,  who  was  six  months  pregnant,  and  had 
been  seized  two  days  previously  with  severe  abdominal  pain, 
and  gradual  increasing  distension  of  the  abdomen.  She  had 
had  a  similar  attack  one  month  previously. 

On  examination  of  the  abdomen  there  was  marked  disten- 
sion with  tympanitis  all  over,  and  considerable  tenderness 
towards  the  left  lumbar  and  iliac  regions.  She  had  had  no 
passage  of  faeces  for  two  days,  and  no  passage  of  flatus  for 
twenty-four  hours,  and  was  suffering  from  spasms  of 
severe  pain. 

Owing  to  the  distension  of  the  abdomen,  the  uterus  could 
not  be  satisfactorily  outlined. 

She  had  felt  sick,  but  had  only  vomited  once. 

The  condition  was  obviously  one  of  colon  obstruction  low 
down.     Eectal  examination  revealed  nothing. 

A  provisional  diagnosis  of  volvulus  of  the  pelvic  colon 
was  made. 

A  stomach-tube  was  passed  as  high  up  as  possible  into  the 
rectum,  and  distended  with  soap  and  water,  but  without  relief. 

She  was  therefore  removed  to  a  nursing  home  for  operation. 

An  incision  in  the  middle  line  was  made,  and  greatly 
•distended  large  intestine  of  a  dark  purple  colour  presented, 
resembling  the  bowel  in  a  strangulated  hernia,  on  the  point  of 
gangrene. 

The  intestine  on  being  punctured  by  means  of  a  trocar  and 
canula  collapsed. 

The  strangulated  intestine  proved  to  be  the  pelvic  colon  of 
unusual  length.  On  passing  the  hand  into  the  left  flank,  a 
tumour    (ovarian    cyst)    was    found    which    also    was    plum 
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coloured.  It  had  a  long  pedicle,  which  in  addition  to  being 
twisted  one  and  a  half  times  on  itself,  encircled  completely  the 
base  of  the  intestinal  loop,  and  constricted  it.  It  was  removed, 
and  after  the  pedicle  had  been  ligatured  and  dressed,  the 
intestine  was  already  beginning  to  resume  a  more  normal 
appearance,  so  that  there  was  no  hesitation  in  returning  it 
into  the  abdominal  cavity.  A  stomach-tube  was  passed  per 
rectum  into  the  descending  colon  in  case  paresis  of  the  con- 
stricted loop  should  occur. 

The  patient  recovered  admirably  from  the  shock  of  the 
operation,  but  on  the  sixth  day  copious  haemorrhage  per 
vaginam  supervened. 

Examination  of  the  cervix  revealed  the  os  almost  the  size 
of  a  shilling,  with  a  marginal  placenta  prsevia.  The  vagina  and 
•cervix  were  firmly  plugged  for  ten  hours. 

The  foetus,  presenting  by  the  head,  was  then  turned  and 
delivered  alive,  but  being  immature  only  survived  eight  hours. 

The  patient  made  an  uninterrupted  recovery.  She  has 
remained  well  since,  except  for  the  presence  of  some  mucous 
•colitis,  probably  originating  in  the  damaged  pelvic  colon. 


The  President  said  they  were  greatly  indebted  to  Mr  Scott 
darmichael  for  his  report  of  his  very  interesting  cases. 

Dr  Barhour  joined  in  thanking  Mr  Scott  Carmichael.  The 
latter  was  a  most  interesting  case.  Eecently  Dr  Barbour 
had  had  an  ovarian  tumour  on  the  right  side  of  the  pelvis 
with  twisted  pedicle,  between  the  third  and  fourth  months 
•of  pregnancy,  which  was  removed.  The  patient  was  sent  in 
as  a  case  of  acute  appendicitis. 

Mr  Scott  Carmichael  in  reply  thanked  the  Society  for  their 
kind  acceptance  of  his  paper. 


U 
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IX.  NOTES  ON  SOME  CASES  OF  ECLAMPSIA  TREATED 
BY  VERATRONE. 

By  F.  W.  N.  Haultain,  M.D.,  F.R.C.P. 

Our  knowledge  of  the  pathology  of  eclampsia  is  so  scanty  and 
imperfect,  and  necessarily  our  treatment  so  inefficient,  that 
anything  which  offers  the  slightest  hope  of  mitigating  the 
ravages  of  this  complication  of  pregnancy  must  interest  the 
Fellows  of  this  Society. 

Among  its  varied  manifestations,  so  far  as  I  have  been  able 
to  determine  from  a  somewhat  large  experience  of  eclampsia, 
one  alone  seems  to  be  present  in  every  ihstance,  viz.,  much 
increased  blood-pressure.  This  is  usually,  though  not  invari- 
ably, associated  with  increase  of  the  pulse-rate.  That  this  high 
vascular  tension,  whatever  its  cause  may  be,  has  much  to  do 
with  the  actual  convulsive  seizures  I  am  convinced,  and  much 
of  the  treatment  recommended  has  been  on  the  lines  of  its 
reduction.  To  this,  blood-letting,  thyroid  extract,  and  the 
nitrites  probably  owe  the  little  success  they  have  been  shown 
to  exercise. 

For  many  years,  veratrum  viride  has  been  used  with  con- 
siderable benefit,  and  was  considered  as  a  specific  among  some- 
of  the  older  authors.  Personally,  I  have  long  been  favourably 
disposed  towards  it,  and  have  used  it  frequently  when  oppor- 
tunity offered,  with  apparently  decided  success.  Unfortun- 
ately, however,  the  only  available  preparation  was  the  tincture, 
which  in  most  cases  was  impossible  to  exhibit  by  the  mouth  on 
account  of  the  comatose  condition  of  the  patient,  and  when 
administered  hypodermically,  it  give  rise  to  much  local  inflain- 
mation  from  its  irritating  action. 

Eecently,  however,  Messrs  Parke  Davis  &  Co.  introduced  a 
hypodermic  preparation  of   the  essential   alkaloids  contained,. 
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viz.,  veratroidine  and  jervine,  under  the  name  of  "veratrone," 
and  this  I  have  used  in  the  cases  later  to  be  described. 

The  paramount  action  of  veratrone  is  as  a  vascular  depres- 
sant, though  it  is  said  also  to  be  a  spinal  sedative — a  combined 
action  which  seems  ideal  for  the  treatment  of  eclamptic  seizures. 
It  is  made  up  in  1  c.c.  sterilised  ampules,  and  on  injection 
intra-muscularly  gives  rise  to  no  local  untoward  effects.  As 
will  be  noted  from  the  cases  described,  its  action  is  not  only 
marked,  but  exceedingly  rapid. 

The  cases  are  as  follows  : — 

Case  I. — Primipara  had  shortly  after  delivery  two  severe 
fits.  Urine  very  scanty,  and  solid  on  boiling.  B.-P.  160; 
pulse  106.  Injection  of  1  c.c.  veratrone.  In  thirty  minutes 
B.-P.  120;  pulse  75.  In  seventy  minutes  B.-P.  105;  pulse  50. 
!N"o  further  fits.  Eecovery.  The  only  other  treatment  was  a 
hot  pack. 

Case  II. — Primipara  developed  fits  shortly  after  deUvery. 
Half  a  grain  morphia  was  given  immediately  and  stomach 
washed  out,  but  fits  continued.  Morphia  repeated  till  2  grs. 
given  hypodermically,  but  fits  continued.  On  first  seeing  her, 
after  she  had  had  eleven  fits,  B.-P.  160 ;  pulse  94.  Urine  solid. 
One  c.c.  of  veratrone  was  given.  In  forty  minutes  B.-P.  104; 
pulse  60.  Patient  had  no  further  fits,  but  did  not  recover 
consciousness  for  thirty-six  hours — probably  due  to  morphia- 
poisoning.     After  this  she  made  an  uninterrupted  recovery. 

Case  III. — Y-para  with  history  of  hystero-epilepsy.  At 
9  A.M.  28th  February  had  a  convulsion,  for  which  she  was 
given  -h  gr.  morphia.  Within  the  next  three  hours  four  more 
fits  occurred.  Urine  scanty,  and  solid  on  boiling.  When  I 
saw  lier  at  12.30,  B.-P.  160;  pulse  85.  Os  slightly  dilated. 
One  c.c.  veratrone  was  now  given.  Within  an  hour  B.-P.  105  ; 
pulse  72.  Child  born  without  further  fits  at  5.20.  Immedi- 
ately after  delivery,  however,  she  had  another  fit.  B.-P.  150 ; 
pulse  80.  One  c.c.  veratrone  again  given.  No  further  fits ; 
but  she  became  maniacal,  and  had  to  be  sent  to  an  asylum. 
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Case  IV.  —  Ill-para.  Previous  confinements  difficult. 
Had  suffered  from  kidney  disease,  with  oedema,  for  over  a 
year.  Eight  months  pregnant.  Had  in  the  course  of  eight 
hours  about  ten  fits.  Urine  scanty,  highly  albuminous,  and 
containing  blood.  B.-P.  150-,  pulse  85;  temp.  98-6'.  One  c.c. 
veratrone  given.  In  half  an  hour  B.-P.  100 ;  pulse  63.  Still 
comatose.  Three  hours  later  her  B.-P.  went  up  to  120,  and  her 
pulse  120  ;  temp.  100-6^  F.  One  c.c.  veratrone  again  given.  In 
twenty  minutes  pulse  88 ;  B.-P,  108.  From  this  time  onwards 
the  pulse  and  temperature  gradually  rose  till,  seven  hours  later, 
just  before  she  died,  they  recorded,  pulse  160 ;  temp.  108'  F.  Half 
an  hour  after  death  the  temperature  in  the  axilla  was  109"  F. 

Case  V. — Primipara,  shortly  after  labour,  had  first  fit,  after 
which  she  had  eight  within  the  next  four  hours.  B.-P.  170 ; 
pulse  108.  Urine  solid  on  boiling.  One  c.c.  veratrone  given, 
after  which  only  one  fit  occurred,  and  in  forty  minutes  B.-P. 
105;  pulse  56.     Complete  recovery. 

Case     VI. — Il-para.      Six     months    pregnant.      Six    fits 
Urine  very  scanty  and   solid.     Last   fit   at   3.35.     3.40,  B.-P 
160 ;  pulse    104.     One  c.c.  veratrone  given.     3.45,  B.-P.,  145 
pulse,  104.     3.50,   B.-P.    140;  pulse    108.     4  r.M.,  B.-P.  125 
pulse,  84.     4.10,  B.-R,    110;  pulse  68.     6.35,  fit;  B.-P.   150 
pulse  88.     6.50,  fit.     7.30,  fit;  B.-P.  160;  pulse,  94.     One  c.c. 
veratrone    given.     8    p.m.,    B.-P.    110;    pulse    60.     Complete 
recovery,  and  in  four  days  no  albumen  in  urine.     Since  that 
time  she  has  remained  well;  is  taking  milk  and  farinaceous 
diet.     The  pregnancy  is  progressing  favourably.     No  trace  of 
albumen  is  present,  and  her  confinement  is  now  daily  expected. 

Case  VII. — Primipara  during  labour  had  two  fits.  B.-P. 
165 ;  pulse  110.  One  c.c.  veratrone  given.  In  forty-five 
minutes  B.-P.  110;  pulse  65.  Three  hours  after  labour,  a 
severe  fit;  B.-P.  160;  pulse  80.  One  cc.  veratrone  given.  In 
thirty  minutes  B.P.  105;  pulse  54.  No  further  fits.  Complete 
recovery. 

In  perusing  the  foregoing,  one  cannot  but  be  impressed  by 
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the  rapid  and  marked  diminution  in  the  blood-pressure  and 
pulse  rate  after  the  use  of  veratrone,  and  the  consistency  with 
which  fits  are  inhibited  while  the  vascular  tension  is  low.  The 
pulse  would  seem  also  to  indicate  in  a  general  way  the 
diminution  in  pressure;  and,  so  far  as  the  cases  described  are 
concerned,  it  may  be  assumed  that  a  pulse  of  60  or  below 
indicates  a  tension  consistent  with  safety.  I  should,  in  future 
cases,  be  inclined  to  aim  at  a  pulse  below  60,  and  press  the 
veratrone  to  that  end. 

So  far  as  I  can  learn,  veratrum  viride  is  not  a  dangerous 
poison,  and  can  be  given  with  comparative  safety  till  the  pulse 
falls  w^ell  below  50. 

It  must  also  be  noted  that  its  action  is  somewhat  evanescent, 
and  the  patient  therefore  must  be  carefully  watched  in  case  of 
a  return  of  high  pressure  and  subsequent  fits,  as  seen  in  Cases 
III,  VI.,  and  VII. 

Case  A^I.  calls  for  special  comment.  It  is  of  interest  in 
showing  the  apparently  temporary  nature  of  some  cases  of 
eclampsia,  and  that  if  the  effects  of  the  poison  be  successfully 
combated  there  may  be  no  return  of  the  symptoms,  even  though 
pregnancy  continues.  I  have  in  my  experience  had  seven  such 
cases — no  other,  however,  so  early  as  the  sixth  month.  All 
of  these,  I  need  hardly  say,  require  most  careful  dieting  and 
watching  as  regards  the  return  of  albuminuria. 

In  practice,  my  object  is  to  obtain  in  all  cases  a  diminished 
blood-pressure.  I  have,  after  a  prolonged  trial,  entirely  dis- 
carded the  use  of  morphia,  as  I  consider  it  kills  more  patients 
than  it  cures,  and  at  the  best  masks  the  symptoms  of  coma. 
Blood-letting  is  a  good  vascular  depressant,  but  the  subsequent 
injection  of  salines  seems  to  me  to  do  away  with  the  good 
previously  acquired.  Chloroform  would  appear  to  act  as  a 
poison  similar  to  that  considered  to  be  the  cause  of  eclampsia, 
and  is  dangerous.  Beyond  the  hot  pack  to  induce  sweating, 
washin'j;  out  the  stomach,  and  at  the  same  time  leaving  therein 
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4  to  6  oz.  of  Epsom  salts,  I  have  used  no  other  form  of  treat- 
ment in  the  cases  described. 

I  have  brought  these  cases  before  you  merely  in  the  hope  of 
stimulating  the  Fellows  of  the  Society,  should  opportunity 
offer,  to  give  this  method  of  treatment  a  trial.  It  is  in  no  spirit 
of  confidence  I  speak  from  the  marked  beneficial  results 
acquired  in  these  too  few  cases.  The  treatment  is  mainly 
symptomatic  and  empirical,  and  thus  scientifically  unsound,  yet 
if  even  in  a  small  degree  it  can  be  shown  to  be  beneficial 
in  combating  this  dire  complication  of  pregnancy,  one  cannot 
but  be  thankful. 


The  President  said  they  would  be  glad  to  hear  any  remarks 
on  this  very  interesting  paper,  and  called  upon  Professor 
M'Kerron. 

Professor  M'Kerron  had  long  ago  given  up  using  veratrum 
viride.  What  struck  one  in  dealing  with  these  cases  was  that 
a  certain  remedy  seems  to  produce  good  results ;  then  one 
meets  with  other  cases  in  which  one  could  not  get  away  from 
the  idea  that  it  would  have  been  better  to  leave  them  alone. 
He  had  given  morphia  of  late.  It  was  better  to  select  one 
definite  course  and  stick  to  it. 

Dr  Barbour  thought  Dr  Haultain's  suggestion  worthy  of  a 
trial.  His  results,  however,  had  not  been  quite  so  happy  as 
regards  convulsions.  He  quite  agreed  that  there  was  nothing 
more  remarkable  than  the  extraordinary  effect  veratroue  has  in 
bringing  down  the  pulse-rate  and  blood-pressure,  but  this  effect 
is  transient ;  and,  taking  a  number  of  cases,  he  did  not  think  it 
cured  more  cases  than  veratrum  viride.  It  certainly  has  a 
marked  effect  on  the  circulation. 

Dr  Lackie  was  very  interested  in  Dr  Haultain's  paper, 
having  had  the  opportunity  of  seeing  the  hospital  series  of 
cases  in  which  the  remedy  was  used.     The  results  were  very 
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striking.  The  most  serious  symptom  in  eclampsia  was,  of 
course,  the  convulsions,  which  do  harm,  and  are  apt  to  lead  to 
cerebral  hajniorrhage  and  other  complications.  Anything  which 
would  control  the  convulsions  was  on  the  right  lines,  and  if  one 
could  possibly  control  the  convulsions  and  tide  the  patient  over 
to  such  time  as  spontaneous  delivery  took  place,  or  the  patient 
was  placed  in  a  more  favourable  condition  for  artificial  delivery, 
a  great  point  was  gained.  Veratrum  viride  acts  uncommonly 
well  in  some  of  these  cases.  Since  Dr  Haultain  introduced 
veratroue  into  the  hospital,  he  (Dr  Lackie)  had  seen  a  case 
in  which  there  were  all  the  symptoms  of  eclampsia  except 
convulsions.  Severe  headache  was  a  very  marked  symptom, 
but  after  the  administration  of  veratrum  viride  there  was 
extraordinarily  marked  improvement,  the  headache  disappear- 
ing, and  the  pulse  falling  in  rate  and  tension.  There 
was  no  doubt  that  veratrum  viride  was  a  very  marked  nerve 
sedative  as  well  as  an  arterial  sedative.  If  the  nervous 
system  were  irritable,  it  was  more  liable  to  seizures.  Dr 
Haultain  said  veratrum  viride  was  not  a  dangerous  drug;  but 
in  one  case  Dr  Lackie  had  seen  in  consultation,  after  the 
patient  had  taken  it  by  the  mouth  for  a  week,  her  doctor 
telephoned  to  say  that  she  was  fainting  every  few  hours. 
She  recovered  under  strychina  and  went  into  labour  without 
any  eclampsia.  From  what  he  had  seen  of  veratrone  in  the 
Maternity  Hospital  he  thought  it  far  better  than  morphia,  which 
he  disliked  intensely. 

Dr  James  Ritchie  said  he  had  no  experience  of  veratrum 
viride.  Dr  Haultain's  paper  was  very  interesting;  he  would 
try  veratrone  in  the  way  recommended  should  the  opportunity 
occur. 

Dr  Oliphant  Nicholson  thanked  Dr  Haultain  for  his  paper. 
He  had  always  regarded  the  high  blood-pressure  as  the  earliest 
and    most    striking    clinical    symptom    in     eclampsia.      The 
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blood-pressure  was  raised  from  intense  and  widespread 
arterial  spasm,  set  up  by  a  vaso-constricting  toxin.  The 
blood-pressure  was  highest  when  the  anuria  was  complete, 
and  in  order  to  get  urine  secreted  again  it  was  absolutely 
necessary  to  lower  the  blood-pressure.  Now  one  knew  why 
morphia,  thyroid  extract,  and  other  vaso-dilating  drugs  did 
good — they  relaxed  the  vascular  spasm,  and,  by  widening 
the  arterial  outflow,  lowered  the  blood-pressure.  Then, 
according  to  Marey's  law,  the  pulse  quickened. 

The  action  of  veratrone  in  lowering  the  blood-pressure  was 
evidently  quite  different,  for  it  occurred  when  the  pulse- 
rate  fell  to  an  abnormally  low  level.  A  low  blood-pressure 
in  conjunction  with  a  slow  pulse  could  only  mean  that 
veratrone  profoundly  depressed  the  action  of  the  heart 
muscle,  and  that  was  exactly  what  happened.  The  drug 
had  also  a  powerfully  depressent  effect  on  the  motor  tracts 
of  the  spinal  cord,  and  likewise  produced  a  very  remarkable 
lengthening  of  the  contraction  of  the  voluntary  muscles. 
For  these  latter  reasons  he  could  understand  how  the 
convulsive  seizures  might  be  quite  prevented,  and  that  was, 
of  course,  highly  important. 

The  essential  thing  to  treat  in  eclampsia  was  the  suppres- 
sion of  urine,  and  the  re-establishment  of  this  secretion 
seemed  to  him  to  follow  upon  the  complete  relaxation  of 
the  contracted  blood-vessels,  and  particularly  of  the  smaller 
branches  of  the  renal  artery.  Morphia,  in  his  experience, 
was  an  admirable  remedy,  not  so  much  on  account  of  its 
sedative  properties,  but  because,  in  a  large  dose,  it  was  a 
prompt  and  potent  vaso-dilator.  He  would  be  interested 
to  know  if  Dr  Haultain  found  that  in  his  cases  the  secretion 
of  urine  was  quickly  re-established.  If  so  he  thought 
veratrone,  in  large  doses,  must  also  depress  the  vaso-motor 
centre,  and  in  this  way  lead  to  an  enlargement  of  the  arterial 
calibre. 
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He  felt  disposed  to  test  the  remedy  after  listening  to 
Dr  Haultain's  interesting  series  of  cases. 

The  President  said  they  were  very  much  interested  in  this 
paper,  more  particularly  for  the  stimulus  it  had  given  them  to 
use  veratrum  viride.  His  impression  was  that  it  was  a  very 
dangerous  drug  to  use,  but  apparently  veratrone  is  a  safer  one 
and  was  worth  while  trying. 

Br  HauUain  in  reply  said  he  was  very  glad  to  have  the 
opportunity  of  bringing  this  paper  before  the  Society,  and  also 
that  the  Fellows  were  willing  to  give  the  drug  a  trial.  He  did 
not  think  it  was  a  panacea,  but  could  not  help  thinking  that  it 
acted  on  physiological  lines.  He  had  always  believed  that  high 
blood-pressure  was  the  main  feature  associated  with  eclamptic 
convulsions,  and  when  one  reduces  the  blood-pressure,  the 
chances  are  that  the  convulsions  will  not  occur  so  severely. 
This  had  been  very  manifest.  It  was  interesting  the  rapidity 
— within  forty  minutes — with  which  the  blood-pressure  was 
reduced  from  160  to  105  with  veratrone,  every  time  it  was 
given;  when  the  blood-pressure  was  down  at  105,  there  never 
was  a  fit.  When  the  fits  came  on  again,  the  blood-pressure  had 
been  allowed  to  rise.  Whenever  the  blood-pressure  is  seen  to 
rise,  the  drug  should  be  again  administered.  Veratrum  viride 
is  not  a  dangerous  drug,  if  given  for  one  or  two  days,  till 
the  pulse  is  down  to  50 ;  he  had  seen  the  pulse  down  to 
44  with  veratrum  viride.  If  the  pulse  is  below  60 
after  giving  this  drug,  one  might  be  pretty  certain  that 
the  blood  -  pressure  is  down  also.  The  advantage  of  vera- 
trone is  that  it  can  be  given  when  the  patient  is  comatose ; 
it  should  be  injected  into  the  muscular  tissue,  and  it  gives 
rise  to  no  symptoms  whatever.  He  w^as  only  glad  to  think 
that  some  of  the  Fellows  will  give  it  a  trial  and  may  find 
it  useful.  He  thought  it  probable  that  from  its  physiological 
action  the  drug  had  a  considerable  future  before  it.     In  answer 
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to  Dr  Oliphant   Nicholson,  he   said    the  urine  was  increased 
rapidly. 

Dr  James  Ritchie  asked  Dr  Hanltain  if  he  would  state  the 
length  of  time  in  which  he  would  expect  the  blood-pressure  to 
rise  ai^ain. 

Dr  Haultain  replied  in  one  case  two  and  half  hours  and  in 
the  others  about  three  hours.  In  each  instance  the  blood- 
pressure  rose  from  105  to  150  or  160,  and  the  pulse-rate  rose 
above  80. 
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cervix,  216 
Willcox,  Dr,  on  Prof.  Jardine's  and 

Dr  Barbour's  papers,  240 


Young,  Dr  James,  elected  Editor 
of  Transactions,  2  ;  gives  lantern 
demonstration,  44 ;  shows  der- 
moid cyst,  44;  on  Sir  Halliday 
Croom'spaper,  67;onMrChiene's 
paper,  105  ;  on  Dr  Hart's  paper, 
132 ;  reads  paper  on  uterine 
haemorrhage  of  ovarian  origin, 
140 ;  shows  model  explaining 
internal  rotation,  187 ;  on  Prof. 
Kynoch's  paper,  196 ;  on  Dr 
Barbour's  paper,  212 ;  on  Prof. 
Jardine's  and  Dr  Barbour's 
papers,  239 ;  reads  (with  Dr  J.  W. 
Ballantyne)  paper  on  fatal  case 
of  hydatidiform  mole,  267 
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